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ABSTRACT 
 
CHRISTINA MISA WONG: An Evaluation of Recruitment and Retention Strategies  
Among Asian American Women in the National Breast and Cervical Cancer Early  
Detection Program 
(Under the direction of Laura Linnan) 
 
Asian American women have the lowest mammography and Pap test rates among all 
other racial and ethnic groups in the U.S. (American Cancer Society, 2006a). The elimination 
of these health disparities among Asian American women is currently a national priority and 
strategies to reduce the breast and cervical cancer burden are urgently needed.  The purpose 
of this evaluation study was to assess current strategies and to provide recommendations for 
improving recruitment, retention and delivery of services to Asian American women in the 
National Breast and Cervical Cancer Early Detection Program (NBCCEDP), a free screening 
program for eligible low-income women.  A cultural competency conceptual framework 
formed the basis of this investigation.  The study was conducted in three phases:  1) Written 
surveys completed by 41 NBCCEDP state program directors; 2) Telephone interviews 
conducted with 28 key NBCCEDP program administrators and service providers; and 3) Site 
visits in three states with the highest Asian American population, and interviews with 62 
Asian American women (40 NBCCEDP participants and 22 non-NBCCEDP participants 
who were eligible for the program). A utilization focused evaluation approach with both 
quantitative and qualitative methods were employed to analyze the data.
iv
Results revealed that 11 cultural competency strategies are recommended for use by 
program directors, outreach coordinators, service providers and Asian American women 
(both NBCCEDP participants and non-participants) when recruiting, retaining, and providing 
services to Asian American women in the NBCCEDP:  (1) conduct demographic profile and 
assessment of needs, strengths and assets of the client population; (2) develop linguistic 
competence; (3) use lay health advisors; (4) provide culturally and linguistically appropriate 
health education materials and strategies; (5) develop partnerships with communities and 
community organizations; (6) include family and community members; (7) facilitate learning 
between providers and community; (8) coordinate with practitioners of traditional medicine; 
(9) develop policies to recruit and retain culturally diverse staff; (10) incorporate 
administrative and organizational strategies and; (11) provide patient navigation services. 
Implications for practice directed to the NBCCEDP program administrators, as well as 
implications for future research on recruitment, retention and service delivery of Asian 
American women in this national program will be discussed. 
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CHAPTER 1:  
PROBLEM STATEMENT AND RESEARCH PURPOSE 
 
Preventing breast and cervical cancer are critical priorities in women’s health and 
have led to major public health interventions aimed at increasing the utilization of early 
detection screening services (U.S. Department of Health and Human Services, 2003). Efforts 
by public health agencies have paid off as evidenced by the reduction of breast and cervical 
cancer mortality rates among Americans, particularly in the White, middle and upper socio-
economic classes (George, 2000; Glanz, Croyle, Chollette, & Pinn, 2003). However, the 
current disparity lies in high incidences, high mortality and low screening rates among 
minority women. The elimination of these health disparities among minority women is 
currently a high priority and strategies to reduce the breast and cervical cancer burden are 
urgently needed (Glanz et al., 2003).  
Cancer is the leading cause of death for Asian American and Pacific Islander (AAPI) 
women in the United Sates in 2002 (Anderson & Smith, 2005). In particular, breast cancer is 
the most commonly diagnosed cancer and the second leading cause of cancer deaths among 
AAPI women (American Cancer Society, 2006a). Moreover, breast cancer incidence rates 
among Asian Indian, Japanese and Filipino women are higher than the overall AAPI 
incidence rate and are of much concern (Kwong, Chen, Snipes, Bal, & Wright, 2005).  
For cervical cancer, Vietnamese and Hmong women have the highest incidence rates 
among all racial and ethnic groups in the U.S. (Miller, 1996; Mills et al. 2005). In addition,   
2data on cancer incidence and mortality is severely lacking for other Southeast Asian 
populations (e.g. Cambodian and Laotian) who are also potentially at high risk and tend to 
have severe cervical cancer cases because they are diagnosed at later stages of disease 
development (Coughlin & Uhler, 2000).   
In terms of cancer screening, the 2003 statistics show that Asian American women 
have the lowest mammogram and pap test uses among all other racial and ethnic groups in 
the U.S. (National Center for Health Statistics 2005 as cited in American Cancer Society, 
2006). Furthermore, Asian American women have “received the least attention of all ethnic 
populations in cancer control research studies or targeted intervention programs by the 
national government” (Kuo & Porter, 1998 as cited in Kagawa-Singer & Pourat, 2000, 
p.696). Hence, it is essential to target Asian American women to increase breast and cervical 
cancer screening. 
Studies have documented multiple barriers to obtaining breast and cervical cancer 
screening among Asian and non Asian women. These barriers include lack of physician 
recommendation for screening, lack of knowledge about the importance of screening, fear of 
learning of a cancer diagnosis as well as costs associated with screening (Salazar & de Moor, 
1995; Henson, Wyatt, & Lee, 1996; George, 2000). To address these multiple barriers, the 
Centers for Disease Control and Prevention (CDC) established the National Breast and 
Cervical Cancer Early Detection Program (NBCCEDP) in 1990 with an aim to increase 
access to cancer screening services for low income, medically underserved women.   
The intent of this study was to evaluate the recruitment and retention strategies 
among Asian American women by the National Breast and Cervical Cancer Early Detection 
Program (NBCCEDP) with an aim toward improving both practice and policy related to this 
3national program. To guide the evaluation effort, utilization focused evaluation (Patton, 
1997) was used to allow stakeholders to gain ownership of the evaluation process and 
findings, by being involved in the decision making process, from the conceptualization to the 
utilization of the evaluation results. 
 
Demographics of Asian Americans 
Asians are one of the fastest growing minority groups in the U.S. (Ro, 2000).  Census 
2000 reported that the total U.S. population was 281.4 million, of which 4.2% of that 
population (11.9 million) were Asian (U.S. Census Bureau, 2002a). This figure is about 
double the Asian population counted in 1990, which was also a two-fold increase over the 
1980 census count (U.S. Department of Commerce, 1993). By the year 2040, the Census 
Bureau estimates that the Asian and Pacific Islander population will make up 10% of the 
total U.S. population (Lin-Fu, 1993). This increase is attributed mainly to changes in the 
immigration policies in the 1960s as well as an influx of refugees from Southeast Asia since 
the end of the Vietnam War in 1975.   
In this dissertation, the definition of “Asian” refers to “people having origins in any 
of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent.  Asian 
ethnic groups are not limited to nationalities, but include ethnic terms as well” (U.S. Census 
Bureau, 2002a, p.1). Asian Americans are a diverse population with many different ethnic 
groups, practicing diverse religions, and speaking a large variety of languages. Some 
examples of Asian ethnic groups include Asian Indian, Chinese, Japanese, Hmong, 
Cambodian, Filipino, Thai, Laotian, and Korean, each of which have their own distinct 
culture and languages. According to Census 2000, the Chinese were the largest Asian ethnic 
4group with a population of 2,734,815 this was followed by Filipinos (2,364,815) and Asian 
Indians (1,899,599) (U.S. Census Bureau, 2002a). Other large Asian ethnic groups with 
populations above 100,000 include the Vietnamese, Cambodian, Hmong, Japanese, Korean, 
Laotian, Pakistani, Taiwanese and Thai (U.S. Census Bureau, 2002a). In this dissertation, 
South Asian will refer to those who originate from India, Bangladesh, Sri Lanka, Pakistan, 
Bhutan, Nepal, Maldives and Afghanistan while Southeast Asian would refer to people from 
the following countries: Thailand, Laos, Cambodia, Vietnam, Myanmar, Philippines, 
Singapore, Malaysia, Indonesia, Timor-Leste and Brunei.   
 The top 5 states in the U.S. with the largest population of Asians were California, 
New York, Hawaii, Texas and New Jersey (See Appendix 1 for the number of Asians in each 
state in the U.S.). Moreover, half (53%) of the Asian population lived in the Western part of 
the U.S., especially in Hawaii and California, while the South had 20%, the Northeast had 
18% and the Midwest had 10% of the Asian population.  The majority (96%) of Asian and 
Pacific Islanders live in metropolitan areas. Of all the metropolitan areas in the U.S., New 
York had the largest Asian population (872,777) followed by Los Angeles (407,444), San 
Jose (257,571), and San Francisco (253,477), all areas in California (U.S. Census Bureau, 
2002b; U.S. Census Bureau, 2002a; U.S. Census Bureau, 2002b). For more detailed 
breakdown of the number of Asian population and the percentage of Asian population in 
each state in the U.S., please refer to Appendix 1.  
 In terms of socio-economic issues, Asian American and Pacific Islanders have a 
bimodal distribution. For example, in 1998, a third (33%) of AAPI families have family 
incomes which are $75,000 or more as compared to 29% for non-Hispanic White families 
(U.S. Census Bureau, 2000); while almost a quarter (21%) of AAPI families had incomes 
5under $25,000 (compared with 19% of non-Hispanic White families). Furthermore, 13% of 
the APPI population were living in poverty as compared to 8% of non-Hispanic Whites. 
Correspondingly, this bimodal distribution also shows up in educational attainment as AAPIs 
are more likely (42%) than non-Hispanic Whites (28%) to obtain a college degree and at the 
same time, are also more likely (8%) than non-Hispanic Whites (5%) to have less than a 
ninth grade education. 
 
Breast and Cervical Cancer as a Public Health Problem for Asian American Women 
Breast and Cervical Cancer Incidence and Mortality Rates 
Table 1 shows data from the Surveillance, Epidemiology and End Results (SEER) for 
breast and cervical cancer incidence and mortality by race and ethnicity. This data is from the 
17 SEER areas from 2000 to 2003. Breast cancer incidence rates are highest among White 
women but mortality is highest among African American women. For AAPI women, their 
breast cancer incidence rate is higher than American Indian and Alaskan Native women but 
AAPI women have the lowest breast cancer mortality rates among all women. 
In terms of cervical cancer, Hispanic women have the highest incidence rate while 
mortality rates are highest among African American women. AAPI women have higher 
cervical cancer rates than American Indian and Alaskan Native women and have similar 
mortality rates compared to White women. From these figures, AAPI women do not seem to 
have as heavy a cancer burden for breast and cervical cancer as African American and 
Hispanic women, however, when the figures are broken down into separate AAPI ethnic 
groups, the concerns for breast cancer emerges. This is discussed in detail in the next section.     
 
6Table 1. Breast and Cervical Cancer Incidence and Mortality Rates by Race and 
Ethnicity, U.S., 2000-2003 (SEER data) 
 
Breast Cancer Cervical Cancer 
 Race/Ethnicity 
Incidence Rates* Mortality Rates* Incidence Rates* Mortality Rates* 
 
All Races 129.1 25.8 8.8 2.6 
White 134.0 25.3 8.5 2.4 
African American 118.0 34.3 11.5 5.0 
Asian American and 
Pacific Islander 
88.6 12.6 8.2 2.5 
American Indian and 
Alaska Native 
74.4 13.4 7.2 2.8 
Hispanic/Latino 89.1 16.2 14.2 3.4 
* Per 100,000, age adjusted to the 2000 U.S. standard population from the 17 SEER areas: San Francisco-
Oakland, Connecticut, Detroit, Hawaii, Iowa, New Mexico, Seattle, Utah, Atlanta, San Jose-Monterey, Los 
Angeles, Alaska Native Registry, Rural Georgia, California (excluding San Francisco, San Jose-Monterey and 
Los Angeles), Kentucky, Louisiana and New Jersey. 
 
Data from SEER Cancer Statistics Review, 1975-2003, by L.A.G. Ries, D. Harkins, M. Krapcho, A. Mariotto, 
B.A. Miller, E.J. Feuer, L. Clegg, M.P. Eisner, M.J. Horner, N. Howlader, M. Hayat, B.F. Hankey and B.K. 
Edwards (eds.) Bethesda, MD: National Cancer Institute http://seer.cancer.gov/csr/1975_2003/, based on 
November 2005 SEER data submission, posted to the SEER web site, 2006.  
 
Breast and Cervical Cancer Incidence and Mortality Rates among Asian ethnic groups 
The top three cancers with the highest incidence rates among Chinese, Filipino, 
Japanese, Korean and Vietnamese women are presented in Figure 1. The data shown in this 
table are from SEER and are the most recent available statistics for breast and cervical cancer 
incidence rates among Asian ethnic groups. In terms of incidence rates, breast cancer is the 
cancer with the highest incidence among the 4 main Asian ethnic groups: Chinese, Filipino, 
Japanese and Korean (Figure 1). While for the Vietnamese, cervical cancer is the cancer with 
the highest incidence followed by breast cancer.  
 
7Figure 1. Top Three Cancers with the Highest Incidence Rates among Asian American 
Ethnic Groups (Female), 1988-1992 (SEER Data) 
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Note. Incidence rates in this table are from the 1988-1992 SEER data which includes the 9 registries of Atlanta, 
Connecticut, Detroit, Hawaii, Iowa, New Mexico, San Francisco-Oakland, Seattle-Puget Sound, and Utah. 
From Racial/Ethnic Patterns of Cancer in the United States, 1988-1992, by B.A. Miller, L.N. Kolonel, L. 
Bernstein, J.L. Jr. Young, G.M. Swanson, D. West, C.R. Key, J.M. Liff, C.S. Glover, G.A. Alexander, et al. 
(eds), 1996, NIH Pub. No. 96-4104, Bethesda, MD, National Cancer Institute.   
 
The top five cancers with the highest mortality rates for Asian Indian, Chinese, 
Filipino, Japanese, Korean and Vietnamese women are presented in Table 2. As can be seen 
from the table, the cancer burdens among each of the Asian ethnic groups are different and 
each of the Asian ethnic group has a different order of the top five cancers. Lung cancer is 
the number one cause of cancer deaths among all the ethnic groups presented in this table 
except for Asian Indian women. Breast cancer follows closely behind lung cancer for most of 
the ethnic groups except for Korean women.   
 
8Table 2. Top Five Cancers with the Highest Mortality Rates by Asian ethnic groups 
(Female), 1999-2001 
 
Ethnicity Overall 
AAPI 
Asian 
Indian 
Chinese Filipino Japanese Korean Vietnamese 
1 Lung Breast Lung Lung Lung Lung Lung 
2 Breast Lung Colorectum Breast Breast Stomach Liver 
3 Colorectum Colorectum Breast Colorectum Colorectum Liver Colorectum 
4 Pancreas Ovary Stomach Pancreas Pancreas Colorectum Breast 
5 Stomach Pancreas Liver Ovary Stomach Pancreas Stomach 
Note. The cancer mortality rates are based on 2000 Census Populations and are from the following seven states 
including California, Hawaii, Illinois, New Jersey, New York, Texas and Washington. Data in this table are 
from “1999-2001 Cancer mortality rates for Asian and Pacific Islander ethnic groups with comparisons to their 
1988-1992 rates,” by K.C. Chu and K.T. Chu, 2005, Cancer, 104(12 Suppl), p. 2989-98. 
 
The breast and cervical cancer incidence and mortality rates by Asian ethnic groups is 
shown in Table 3. Data in this table has been taken from four sources:  
1) SEER 1988-1992 data for breast and cervical cancer incidence and mortality rates for 5 
major Asian ethnic groups: Chinese, Filipino, Japanese, Korean and Vietnamese (Miller et 
al., 1996);  
2) California Cancer Registry, 1997-2001 data for breast cancer incidence for Chinese, 
Filipino, Japanese, Korean and Vietnamese women (Kwong et al., 2005);  
3) Seven states reporting mortality rates by Asian ethnic groups. These seven states represent 
the states with the most AAPI populations which allowed death certificates to report 
additional AAPI ethnic groups, 1999-2000. These seven states are California, Hawaii, 
Illinois, New Jersey, New York, Texas and Washington (Chu & Chu, 2005); 
4) California Cancer Registry, 1988-2000 for breast and cervical cancer incidence rates for 
South Asian and Hmong women as well as cervical cancer mortality rates for Hmong women 
were reported in three different studies (Jain, Mills, & Parikh-Patel, 2005b; Mills, Yang, & 
Riordan, 2005; Yang, Mills, & Riordan, 2004). Yang and colleagues (2004) describes the 
misclassification of the Hmong population in the California Cancer Registry and suggest that 
58% of true Hmong cases were misclassified as Laotians and other Asians. The authors 
9postulate that this could be because ethnicity is not always based on self reporting in the 
California Cancer Registry. 
For breast cancer, Japanese and Filipino women have the highest incidence and 
mortality rates (Table 3). The breast cancer incidence rate for Japanese (105.5 per 100,000), 
Filipina (97.4 per 100,000) and Asian Indian (98.1 per 100,000) women in California is 
higher than the overall national AAPI incidence rate (88.6 per 100,000) and is of much 
concern. In terms of mortality rates, Japanese (15.5 per 100,000) and Filipinas (16.7 per 
100,000) had higher mortality rates than the overall national AAPI mortality rate (12.6 per 
100,000).    
For cervical cancer, Vietnamese women followed by Hmong women have the highest 
incidence and mortality rates. In fact, Vietnamese (43 per 100,000) and Hmong (36.6 per 
100,000) women have the highest cervical cancer incidence rates when compared to all other 
racial and ethnic groups and even higher than Hispanic women (14.2 per 100,000). 
Moreover, Korean (15.2 per 100,000), Asian Indian (10 per 100,000) and Filipino (9.6 per 
100,000) women have incidence rates higher than the overall national AAPI incidence rate 
(8.2 per 100,000). 
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Table 3. Breast and Cervical Cancer Incidence and Mortality Rates by Asian ethnic 
groups (Female) in the U.S. 
 
Breast Cancer  Cervical Cancer 
 
Asian ethnic 
group 
Incidence 
Rates* 
(1988-1992) 
(SEER)
Incidence 
Rates* 
(1997-2001) 
(California) 
Mortality 
Rates* 
(1999-2000)  
(7 States)@
Incidence 
Rates* 
(1988-1992)
(SEER) 
Mortality 
Rates* 
(1999-2000) 
(7 States)@
Asian Indian NR 98.1& 11.9  10 & 2.3 
Chinese 55.0 71.9 11.9   7.3 2.1 
Filipino 73.1 97.4 16.7   9.6 2.9 
Japanese 82.3 105.5 15.5   5.8 2.0 
Korean 28.5 49.1 7.8  15.2 3.0 
Vietnamese 37.5 54.9 7.5  43.0 4.5 
Hmong NR 23.8^ NR    36.6^ 10.5&
NR: Not Reported 
Per 100,000 population 
 SEER data are from the 9 SEER registries of Atlanta, Connecticut, Detroit, Hawaii, Iowa, New Mexico, San 
Francisco-Oakland, Seattle-Puget Sound, and Utah from Racial/Ethnic Patterns of Cancer in the United States, 
1988-1992, by B.A. Miller, L.N. Kolonel, L. Bernstein, J.L. Jr. Young, G.M. Swanson, D. West, C.R. Key, J.M. 
Liff, C.S. Glover, G.A. Alexander, et al. (eds), 1996, NIH Pub. No. 96-4104, Bethesda, MD, National Cancer 
Institute.   
@ These seven states include California, Hawaii, Illinois, New Jersey, New York, Texas and Washington. The 
cancer mortality rates are based on 2000 Census Populations and the mortality rates are reported for the upper 
boundary estimate. Data in this column are from “1999-2001 Cancer mortality rates for Asian and Pacific 
Islander ethnic groups with comparisons to their 1988-1992 rates,” by K.C. Chu and K.T. Chu, 2005, Cancer,
104(12 Suppl), p. 2989-98. 
^ Data from the California Cancer Registry, 1988-2000. The rates are from “Cancer incidence in the Hmong in 
California, 1988-2000,” by P.K. Mills, R.C. Yang and D. Riordan, 2005, Cancer, 104 (12 Suppl), 2969-74. 
& Data from California, 1988-2000. The mortality rate is from “Cervical cancer among Hmong women in 
California, 1988 to 2000,” by R.C. Yang, P.K. Mills and D.G. Riordan, 2004, Am J Prev Med, 27(2),132-8. 
! Data from California Cancer Registry, 1988-2000. The rates are from “Cancer incidence in the south Asian 
population of California, 1988-2000,” by R.V. Jain, P.K. Mills and A. Parikh-Patel, 2005, J Carcinog, 4, 21-33. 
 Data from the California Cancer Registry, 1997-2001. The rates are from “Asian subgroups and cancer 
incidence and mortality rates in California,” by S.L. Kwong, M.S. Jr. Chen, K.P. Snipes, D.G. Bal and W.E. 
Wright, 2005, Cancer, 104 (12 Suppl), 2975-81.   
The limitation in using the above reported statistics comparing different Asian ethnic 
groups is that the statistics show older data. In particular, the SEER data was collected from 
1988-1992 (Miller et al., 1996). Since then only the California Cancer Registry has reported 
more recent statistics for Asian ethnic group breakdowns for breast and cervical cancer 
incidence and mortality rates (Kwong et al., 2005; Jain et al., 2005b; Mills et al., 2005; Yang 
et al., 2004). Also, Chu and Chu (2005) reported on the mortality rates for breast and cervical 
cancer for seven states with the highest AAPI populations. However in terms of breast and 
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cervical cancer incidence rates, the SEER data is the only data available that reports statistics 
for Asian ethnic group breakdowns outside of the California Cancer Registry. Other 
limitations to the use of the above data is that comparisons with other smaller Asian ethnic 
groups cannot be accomplished, as statistics have not been widely and consistently collected 
for these smaller ethnic groups such as Malay, Thai and Pakistani.   
In summary, breast cancer is the cancer with the highest incidence among Asian 
Americans, especially among Chinese, Filipino, Japanese and Korean women. On the other 
hand, cervical cancer has the highest incidence rates among Vietnamese and Hmong women. 
With these high incidence rates, it would be essential to provide some background on the use 
of breast and cervical cancer screening use among Asian American women.   
 
Use of Mammogram and Pap Test 
 The percentage of women who have had a mammogram and Pap test are shown in 
Table 4. Mammography and Pap test uses among Asian American women are the lowest 
among all racial and ethnic groups. Only 58.8% of Asian American women had a 
mammogram in the last two years as compared to 69.7% for all women. For Pap test use, 
only 68.4% of Asian American women compared with 79.3% of all women reported having a 
Pap test in the last three years. No statistics were reported for mammogram and Pap test use 
for Asian ethnic groups. 
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Table 4.  Mammogram and Pap Test Use by Race/Ethnicity, U.S., 2003 
 
Race/Ethnicity % Mammogram* within the 
past 2 years 
% Pap test^ within the  
past 3 years 
All Races 69.7 79.3 
White (non-Hispanic) 70.4 80.2 
African American  
(non-Hispanic) 
70.4 82.5 
Hispanic/Latina 66.1 74.7 
American Indian/Alaska Native 68.6 86.0 
Asian 58.8 68.4 
Note: Percentages are age adjusted to the 2000 U.S. standard population 
* Women 40 and older 
^ Women over 18 years old 
 
Data from National Health Interview Survey Public Use Data File 2003, by National Center for Health 
Statistics, Centers for Disease Control and Prevention, 2005 cited in Cancer Prevention & Early Detection 
Facts and Figures 2006 by American Cancer Society, 2006, Atlanta, GA: American Cancer Society.  
 
Healthy People 2010 Targets for Breast and Cervical Cancer Prevention 
 Healthy People 2010 is a set of national health objectives to guide states, 
communities, and organizations in the development of their programs to improve the health 
of the nation (U.S. Department of Health and Human Services, 2000). The overall goals of 
Healthy People 2010 are to increase life expectancy and to improve each person’s quality of 
life as well as to eliminate health disparities. There are 28 focus area goals in Healthy People 
2010 where cancer is one of these focus area goals so as to decrease the number of new 
cancer cases and to reduce the illness, disability and death afflicted by cancer. The Healthy 
People 2010 targets for Breast and Cervical cancer mortality reduction and prevention are 
shown in Table 5. 
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Table 5. Healthy People 2010 Targets for Breast and Cervical Cancer Prevention 
 
Baseline for Asian 
American Women 
Overall Targets 
Reduce Breast Cancer Deaths 13.1* 
deaths per 100,000 females 
22.3 
deaths per 100,000 females 
Reduce Cervical Cancer Deaths 3.1* 
deaths per 100,000 females 
2.0 
deaths per 100,000 females 
Increase proportion of women aged 40 
years and older who have received a 
mammogram within last 2 years 
 
53.3%^ 
 
70% 
Increase proportion of women who have 
ever received pap test 
78%^ 97% 
Increase proportion of women who have 
received a pap test within last 3 years 
 
67%^ 
 
90% 
*SEER data 
^ Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview 
Survey 
 
Data from Healthy People 2010. 2nd edition. With Understanding and Improving Health and Objectives for 
Improving Health, 2 volumes, by U.S. Department of Health and Human Services, 2000, Washington, DC: U.S. 
Government Printing Office. 
 
Asian American women are far from the Healthy People 2010 targets.  In particular, 
there is a need to increase mammography screening and pap tests. Although the NBCCEDP 
has had some success in bridging this gap, interventions are needed to recruit Asian 
American women into breast and cervical cancer early detection programs and once 
recruited, the challenge is to retain them in these programs so that they will be rescreened 
according to screening guidelines (see Appendix 2 for the breast and cervical cancer 
screening guidelines).   
 
National Breast and Cervical Cancer Early Detection Program (NBCCEDP) 
 Barriers to obtaining breast and cervical cancer screening include lack of physician 
recommendation for screening, lack of knowledge about the importance of screening, fear of 
learning of a cancer diagnosis as well as costs associated with screening (Henson et al., 
1996). To address these multiple barriers, the Centers for Disease Control and Prevention 
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(CDC) established the National Breast and Cervical Cancer Early Detection Program 
(NBCCEDP) in 1990, with an aim to increase access to cancer screening services for low 
income, uninsured and underinsured medically underserved women.  
The NBCCEDP was created as a response to the Breast and Cervical Cancer 
Mortality Prevention Act of 1990. This act authorized CDC to implement a national program 
to ensure that “every woman for whom it is deemed appropriate receives regular screening 
for breast and cervical cancers, prompt follow-up if necessary, and assurance that tests are 
preformed in accordance with current recommendations for quality assurance” (Department 
of Health and Human Services, 1997, p.2). This act allowed state health departments to 
create a state and local public health infrastructure to address breast and cervical cancer 
control. The NBCCEDP and its activities are being run through a network of coalitions and 
partnerships comprising state and territorial health agencies, American Indian/Alaska Native 
organizations and other national organizations such as the YWCA of the U.S.A., Susan G. 
Komen Breast Cancer Foundation, National Coalition of Hispanic Health and Human 
Organizations, American Cancer Society and Avon (Department of Health and Human 
Services, 1997).   
The law also allows each state to contract with for-profit private agencies for 
screening, referral and follow up services to provide women free breast and cervical cancer 
screening and follow-up diagnostic services to women who are low income, uninsured or 
underinsured (Department of Health and Human Services, 1997). The federal guidelines have 
established baseline eligibility criteria for women to receive NBCCEDP services. The 
guidelines include “uninsured and underinsured women at or below 250% of federal poverty 
level; ages 18-64 for cervical screening; ages 40-64 for breast screening” (Centers for 
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Disease Control and Prevention, 2006). The program has expanded since its’ inception and is 
now present in all 50 states, 6 U.S. Territories, the District of Columbia and 14 American 
Indian and Alaska Native organizations (Department of Health and Human Services, 2002). 
Presently, the NBCCEDP is funded at $192.6 million (Department of Health and 
Human Services, 2002). The Breast and Cervical Cancer Mortality Prevention Act of 1990 
specifies program grants to states to spend on screening, follow-up, case management and 
referral services (60% of funds) as well as for supporting public education and outreach, 
provider education, quality assurance, and surveillance and evaluation activities (40% of 
funds) (Henson et al., 1996).   
Fiscal year 2001 saw 371,865 women served by the NBCCEDP, the largest number 
of women ever served in a year with a total of 1,440,455 women who have been served by 
the program since its’ inception in 1990. The racial and ethnic distributions of women 
receiving mammography and Pap tests are shown in Figure 2 and Figure 3. The percentage of 
Asian and Pacific Islanders who received mammography screening was 6% of all women 
screened (Figure 2) while that for Pap tests was 5% of all women screened (Figure 3).            
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Figure 2. Racial/Ethnic Distribution of Women Receiving Mammograms through the 
NBCCEDP, Five-Year Summary, January 2000 to December 2004 
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From October 2005 submission of the NBCCEDP Minimum Data Elements (MDE).by Centers for Disease 
Control and Prevention, 2005, Atlanta, GA: Department of Health and Human Services. 
http://www.cdc.gov/cancer/nbccedp/sps/profiles/national_aggregate.htm (last assessed: August 7, 2006) 
 
Figure 3.  Racial/Ethnic Distribution of Women Receiving Pap Tests through the 
NBCCEDP, Five-Year Summary, January 2000 to December 2004 
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From October 2005 submission of the NBCCEDP Minimum Data Elements (MDE).by Centers for Disease 
Control and Prevention, 2005, Atlanta, GA: Department of Health and Human Services. 
http://www.cdc.gov/cancer/nbccedp/sps/profiles/national_aggregate.htm (last assessed: August 7, 2006) 
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Of the over 5 million breast and cervical cancer screenings to over 2.3 million women 
in 2003, the program estimates that for breast cancer screening, only 13% of eligible and 1% 
of all U.S. women ages 40 to 64 were screened (Centers for Disease Control and Prevention, 
2006). While for cervical cancer screening, only 7% of eligible women and 1% of all U.S. 
women ages 18 to 64 were screened.    
The NBCCEDP has diagnosed more than 9,000 breast cancers, 48,170 precancerous 
cervical lesions and 831 cervical cancers (Department of Health and Human Services, 2002). 
In 2000, a new landmark law, the Breast and Cervical Cancer Treatment and Prevention Act 
(Public Law 106-354) was passed to allow states the option to provide Medicaid coverage for 
treatment services for women enrolled in the NBCCEDP who have been diagnosed with 
cancer or precancerous lesions allowing for more funding options for treatment (Centers for 
Disease Control and Prevention, 2002). This Medicaid coverage builds on the National 
Breast and Cervical Cancer Mortality Reduction Act of 1990 which established the 
NBCCEDP so as to pay for medical expenses for as long as a woman is being treated for the 
cancer and for as long as she still meets the eligibility criteria (e.g. has not obtained insurance 
coverage, has not reached 65 years of age) (Center for Medicare and Medicaid Services, 
2006) for the Medicaid program.  
 
Study Purpose 
Breast and cervical cancer screening rates among Asian American women are the 
lowest of all racial and ethnic groups in the U.S. Recruiting Asian American women into 
available screening programs is urgently needed. Once recruited, efforts to retain them so 
that they are rescreened according to screening guidelines are also necessary. Recruitment 
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and retention of low income Asian American women especially are challenging as they have 
special needs and barriers by virtue of their being an ethnic minority, a linguistic minority 
and/or a refugee/immigrant population. Differing beliefs, values, worldviews, healthcare 
practices, limited English proficiency, and/or being an immigrant makes it hard for Asian 
American women to navigate the healthcare system. Previous experiences with the healthcare 
system and healthcare providers also impact their decisions on whether to receive screening 
services and/or to continue to being screened according to recommended screening 
guidelines. 
The aim of this study was to assess current strategies and to provide 
recommendations for improving recruitment, retention and delivery of services to Asian 
American women in the NBCCEDP. With the use of a cultural competency framework to 
guide the study, the study also aimed to address disparities in health. To address this aim, a 
three phase study was conducted. In the first phase, a written survey with NBCCEDP 
program directors in all 50 U.S. states was sent out to elicit responses about the state’s 
programs and services for Asian American women. In phase two, in-depth telephone 
interviews with key NBCCEDP program administrators and service providers from the top 
10 states with the highest Asian American population counts were proposed to gather more 
detailed information about their recruitment and retention strategies. And in phase three, on-
site visits, observations and interviews in three states (California, New York and New Jersey) 
with the largest Asian American population counts were conducted. All three phases of this 
study were conducted using the utilization focused evaluation approach (UFE) (the UFE 
approach will be described in Chapter 4).   
19
Overall, the significance of this evaluation for public health practice is its potential to 
recognize structural and cultural challenges that both providers and Asian American women 
face in the NBCCEDP. Moreover, the evaluation results will be used to identify strategies 
that are already in use by organizations to overcome these structural and cultural challenges 
and highlight practice models that have been effective and which can facilitate recruitment 
and retention efforts of Asian American women for breast and cervical cancer screening in 
similar settings.    
 
CHAPTER 2:  
LITERATURE REVIEW 
 
In this chapter, a review of the literature will be presented on the barriers to and 
facilitators of breast and cervical cancer screening among both the general population and 
also among Asian American women. This is followed by a review of the literature on 
recruitment and retention strategies for breast and cervical cancer screening for the general 
population and then specifically among Asian American women. A special focus on cultural 
factors that affect screening participation among minority women and also among Asian 
American women will be presented. This will lead to a review of the literature on using 
cultural competency in healthcare to address cultural and linguistic factors that face Asian 
American women in breast and cervical cancer screening.  
 
Barriers to and Facilitators of Breast and Cervical Cancer Screening among the 
General Population 
 
Barriers to Breast Cancer Screening among the General Population 
Lack of physician recommendation is a major barrier to utilizing breast cancer 
screening among the general population (Miller & Champion, 1997), and is (Zapka et al., 
1996; George, 2000; Mastroberti & Stein, 1996)equally important for women who have 
never had a mammogram, as well as for those who previously had a mammogram 
(Mastroberti & Stein, 1996; George, 2000). Zapka et al. (1989) found that 83% of women 
who have never had a mammogram would go for a mammogram if their physician 
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recommended it to them. Mastroberti and Stein (1996) reported that 78% of the women 
surveyed said that their physician would let them know if they had to go for a mammogram. 
In the Texas Breast Screening Project, a sample of multiethnic women were surveyed. The 
study reported that lack of physician recommendation and the high cost of breast cancer 
screening were the two most important barriers to breast and cervical cancer screening 
(Vernon et al., 1992). In the same study, it was reported that physicians were less likely to 
refer African American and Hispanic women for mammograms as compared to White 
women. O’Malley et al. (2001) found that physicians were 1.5 times more likely to 
recommend mammograms for White women than African American women. However, after 
controlling for income and educational attainment, there was no significant difference 
between African American or White women when it came to physician recommendations for 
mammography. Specifically, women who were older, had lower educational attainment and 
had lower family income were less likely to receive physician recommendations for 
mammography screening (O'Malley et al., 2001). Hence, increasing physician 
recommendations for mammography is important, especially for women who are older, have 
less education and/or are of lower socioeconomic status.         
 Cost is another major barrier to obtaining breast and cervical cancer screening 
especially for low income women who either have no health insurance or are underinsured 
(Henson et al., 1996; George, 2000). The 1987 Cancer Control Supplement to the National 
Health Interview Survey (NHIS) surveyed 12,252 women to determine demographic barriers 
towards breast and cervical cancer screening (Calle, Flanders, Thun, & Martin, 1993). The 
strongest barrier to mammography was low income followed by low educational attainment, 
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age above 65 years and living in a rural area. In this study, 80% of the women who lived in 
rural areas and were below the poverty levels had never had a mammogram.       
Woman’s knowledge and attitudes towards breast and cervical cancer screening also 
represent a barrier. Several studies have found that women believe that it is not necessary to 
go for screening if they are asymptomatic or had no personal or family history of cancer 
(Breen & Kessler, 1994; George, 2000; Mastroberti & Stein, 1996).  
 
Facilitators of Breast Cancer Screening among the General Population 
Facilitators of breast cancer screening included perceived susceptibility towards 
cancer, perceived benefits of getting a mammogram, as well as the influence of significant 
others (George, 2000; Mastroberti & Stein, 1996; Champion, 1991; Burnett, Steakley, & 
Tefft, 1995). In a White majority sample, Champion (1991) found that there was a 
correlation between mammography use and perceived susceptibility towards breast cancer. 
Also, Champion (1991) and Burnett et al. (1995) found that significant others played an 
important role for women to go get a mammogram. The sample in Burnett et al.’s (1995) 
study was made up of medically underserved African American women. The authors 
reported that women who had healthcare providers whom they thought to be caring and 
respectful were more likely to go for a mammogram. In a sample among women in a health 
maintenance organization, Mastroberti & Stein (1996) found that women who considered 
themselves to be healthy were the ones who were more likely to go for mammography 
screening because they believed that mammography could detect breast cancer earlier.   
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Barriers to Cervical Cancer Screening among the General Population 
For cervical cancer, Neilson & Jones (1998) found that the major barriers were 
having a male healthcare provider and the fear and dislike of the test. In this study, 187 
women were surveyed for not going for cervical cancer screening. The majority of women 
surveyed said that having a male healthcare provider conduct the Pap test was embarrassing 
which led women to report that a female nurse was the most popular choice of health care 
professional to conduct the Pap test. Results from the 1987 National Health Interview Survey 
(NHIS) showed that the most frequently reported reasons for not going for a Pap test were: 
procrastination and not believing that it was necessary (Harlan, Bernstein, & Kessler, 1991). 
The authors suggest that in developing cervical cancer screening educational programs, 
programs should target women who do not think that having a Pap test is necessary, who 
procrastinate going to go get the test and also women whose healthcare provider did not 
recommend the test to them. From the same NHIS data, Calle and colleagues (1993) also 
found that barriers to cervical cancer screening include never having been married and being 
elderly.      
 
Facilitators of Cervical Cancer Screening among the General Population 
Neilson & Jones (1998) found in their study that the main facilitator of cervical 
cancer screening was the influence of significant others (partners, co-workers, female 
relatives and friends and physicians) on a woman’s decision to go get a Pap test. Women 
were also more likely to receive cervical cancer screening if they had a female physician 
(Lurie, Margolis, McGovern, Mink, & Slater, 1997). This is because women not only 
preferred to have a female physician to conduct a Pap test but also because female physicians 
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compared to male physicians, were more likely to discuss about cervical cancer screening 
with their patients, feel responsible that their patients go for screening and also feel more 
comfortable performing Pap tests and breast exams (Lurie et al., 1997).            
 
Cultural Factors that Affect Breast and Cervical Cancer Screening Participation among 
Minority Women 
 
Among minority women, cultural factors play a crucial part in determining their 
participation in cancer screening activities. These cultural factors primarily include level of 
acculturation, education/literacy level, language preference, use of folk medicine, social 
support, health and illness beliefs as well as fatalistic attitudes towards cancer (Palos, 1994; 
Austin, Ahmad, McNally, & Stewart, 2002). Austin et. al (2002) reviewed studies that 
influenced breast and cervical cancer screening behavior among Hispanic women using the 
Health Belief Model. Their research revealed that Hispanic women were less likely to feel 
susceptible to breast and cervical cancer leading to their underuse of these cancer screening 
services. Hispanic women also had fatalistic attitudes towards cancer, linguistic barriers, had 
a fear of cancer, and were embarrassed to go for breast and cervical cancer screening.   
Latina women were also less likely than their Anglo counterparts to go for Pap tests 
as reported in a study that assessed beliefs about cervical cancer among 1225 Latina and 
Anglo women in California (Hubbell, Chavez, Mishra, & Valdez, 1996). The reasons for this 
were that Latinas compared with Anglo women have different cultural beliefs about cervical 
cancer risk. For example, risk factors for cervical cancer mentioned by Latinas include early 
age at sexual initiation and having sex during menstruation both of which are tied to moral 
beliefs, where having sex at a young age and sex during menstruation are frowned upon.    
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Barriers to and Facilitators of Breast and Cervical Cancer Rescreening Among the 
General Population 
 
Facilitators of breast and cervical cancer rescreening among the general population 
include higher educational level, higher income, family history of breast cancer, history of 
prior breast biopsy, frequent visits to primary care providers, performing frequent breast self 
exam, believing that life would be difficult with breast cancer, and believing in a greater 
personal risk for breast cancer (Lee & Vogel, 1995; Rakowski, Pearlman, Rimer, & Ehrich, 
1995; Bastani et al., 1995). 
 A study to understand factors associated with regular use of mammography surveyed 
6244 women aged 55 years and older in the 1991-1992 Texas Breast Screening Project (Lee 
& Vogel, 1995). Barriers to rescreening include being older, African American or Hispanic, 
believing that there were less chances of being cured if one had breast cancer and also 
lacking health insurance. In this study, women who were more likely to go for rescreening 
tended to have higher educational status, a family history of breast cancer, a history of prior 
breast biopsy, an annual income of $35,000 and above, going for regular check ups with a 
gynecologist, believing that life would be difficult with breast cancer, and believing in a 
greater personal risk for breast cancer  
Bastani and colleagues (1995) conducted a study among 3240 low income minority 
women who were 50 years and above, and found that facilitators to rescreening for 
mammography were a history of breast abnormalities, frequent visits to primary care and 
specialty care clinics.  
Focus groups conducted among low income women in the NBCCEDP program who 
receive free breast and cervical cancer screening in Texas revealed that there were primarily 
two reasons why women fail to rescreen on schedule (Bobo, Dean, Stovall, Mendez, & 
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Caplan, 1999). The first is the unpleasantness of the pain and discomfort felt during a 
previous mammogram. The second reason why women fail to rescreen on schedule is anxiety 
and fear (e.g. anxiety over radiation exposure, anxiety over mammograms not being able to 
detect cancer, and fear of undergoing expensive, painful and disfiguring treatment if cancer 
was detected).   
 
Barriers to and Facilitators of Breast and Cervical Cancer Screening among Asian 
American Women 
 
Studies on the barriers to and facilitators of breast and cervical cancer screening 
behavior among Asian American women have focused primarily on the following Asian 
ethnic groups: Chinese (Taylor et al., 2002a; Yu, Kim, Chen, & Brintnall, 2001; Wong-Kim, 
Sun, & DeMattos, 2003; Liang, Yuan, Mandelblatt, & Pasick, 2004; Yu, Wu, & Mood, 2005; 
Yu & Wu, 2005), Korean (Lee, 2000; Han, Williams, & Harrison, 2000; Lew et al., 2003; 
Juon, Kim, Shankar, & Han, 2004), Vietnamese (McPhee et al., 1997; Yi, 1994; Chilton, 
Gor, Hajek, & Jones, 2005; Taylor et al., 2004b; Taylor et al., 2004a; Nguyen, McPhee, 
Nguyen, Lam, & Mock, 2002), Filipino (Maxwell, Bastani, & Warda, 1997), Cambodian 
(Taylor et al., 1999; Tu et al., 2000), Hmong (Tanjasiri et al., 2001) and Asian Indian 
(Sadler et al., 2001; Bottorff et al., 1998; Meana, Bunston, George, Wells, & Rosser, 2001b; 
Meana, Bunston, George, Wells, & Rosser, 2001a). 
 There are currently two review studies on breast and cervical cancer screening among 
Asian American women (Lee-Lin & Menon, 2005; Wu, Guthrie, & Bancroft, 2005). Lee-Lin 
and Menon (2005) provided a comprehensive review of the literature on breast and cervical 
cancer screening practices and intervention studies among three Asian ethnic groups – 
Chinese, Japanese and Vietnamese. While Wu and colleagues (2005) presented an integrative 
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review on breast cancer screening practices and social-cultural correlates among four Asian 
ethnic groups – Chinese, Korean, Filipino and Asian Indian. 
This section will provide a brief summary of the literature on the barriers to and 
facilitators of cervical and breast cancer screening among Asian American women.  
 
Barriers to Breast Cancer Screening among Asian American Women 
Maxwell and colleagues (1998) reported that embarrassment about getting 
mammograms was a barrier to mammography among Korean and Filipino American women 
living in Los Angeles. Moreover, women who were less acculturated were less likely to go 
for mammography screening. Acculturation in that study was measured through English 
language proficiency, language usage as well as whether friends were from their culture of 
origin or not.   
Among Vietnamese American women, being unemployed and having a Vietnamese 
physician are barriers to both breast and cervical cancer screening (McPhee et al., 1997). 
McPhee and colleagues (1997) postulate that as the majority of Vietnamese physicians are 
male, physicians may not discuss breast and cervical cancer screening issues with their 
female patients for fear of embarrassing their patients on a sensitive topic. Moreover, as 
many of the Vietnamese physicians received their medical training in Vietnam, the focus on 
preventive medicine may not be as strong. 
A sense of fatalism and misconceptions regarding the causes of cancer are barriers to 
breast cancer screening among Chinese women (Liang et al., 2004). Misconceptions 
regarding the causes of cancer include stress, food intake as well as physical pressure on the 
breasts. Finally, language barriers and transportation have been reported as huge barriers for 
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Asian American women in accessing cancer screening services (Liang et al., 2004; Kelly et 
al., 1996; Yu, Hong, & Seetoo, 2003).  
 
Facilitators of Breast Cancer Screening among Asian American Women 
Having insurance coverage and being more acculturated were facilitators of 
mammography use as reported in a study among Chinese-American women who were 60 
years and older in two large East Coast cities (Tang, Solomon, & McCracken, 2000). These 
results are also consistent with Coughlin and Uhler’s (2000) study using data from the 1994-
1997 Behavioral Risk Factor Surveillance Survey (BRFSS) which reported that women with 
health insurance and those who had a physician’s visit within the past year were more likely 
to have had breast and cervical cancer screening. Other facilitators include fluency in English 
(Yu et al., 2001), recommendations by health care professionals to get screened (Tu et al., 
2003), and knowledge of breast cancer screening (Yu et al., 2003). 
 
Barriers to Cervical Cancer Screening among Asian American Women 
Barriers to cervical cancer screening include low income and a short residency period 
in the U.S (Yi, 1994). In a study among 141 Vietnamese women living in Western 
Massachusetts, the study outlined that the challenges the Vietnamese population face in 
utilizing healthcare services is also because their conceptualization of disease and healthcare 
seeking behavior differ from the dominant population in the United States. This study also 
indicated that education was not significantly related to having had a prior Pap test but that 
marital status, income less than $30,000, and short length of residence in the U.S. were 
significantly related to having had a prior Pap test. Virginity is highly valued in Vietnamese 
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culture and a Pap test is thought to only be necessary for married women who were sexually 
active since unmarried women were not supposed to be sexually active. Moreover, some 
women worry that they could lose their virginity while undergoing a Pap test.  Losing one’s 
virginity would have meant a lowering of an unmarried woman’s status in society.       
 Among Korean American women in Chicago, the most commonly reported barrier to 
cervical cancer screening is not having any disease symptoms (Kim et al., 1999). In addition, 
fewer than six years of formal education and not having a Western physician as their usual 
source of healthcare were also barriers to obtaining Pap tests (Kim et al., 1999).   
 In a study among Korean American women in New York City, Lee (2000) reported 
that there were essentially two types of barriers to cervical cancer screening: structural and 
psychosocial. Structural barriers were cost, lack of insurance, lack of time and language 
difficulties. This leads to Korean American women making trips to South Korea for their 
healthcare needs, including tests and cancer treatment. Psychosocial barriers include the lack 
of familiarity with preventive healthcare services, fear of learning that one has cancer, having 
a fatalistic attitude, absence of disease symptoms and embarrassment about exposing their 
bodies to healthcare providers, especially male physicians (Lee, 2000). 
 
Facilitators of Cervical Cancer Screening among Asian American Women 
Yu and colleagues (2001) conducted a study among first generation Chinese 
American women, aged 40 to 69 years from the Chinatown area in Chicago. The results of 
the study indicated that women who spoke English fluently and had an education level 
beyond elementary school were more likely to have had cervical cancer screening (Yu et al., 
2001). 
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Taylor et al. (2002b) reported that being married was an important facilitator of 
getting cervical cancer screening in her study which surveyed 432 Chinese American women 
in Seattle, Washington. The facilitators for cervical cancer retention behavior include not 
feeling embarrassed during the exam, receiving physician recommendation for the test, 
receiving obstetric services in the U.S., as well as having a regular healthcare provider 
(Taylor et al., 2002a).   
Cultural factors may either be barriers to or facilitators of Asian American women’s 
participation in breast and cervical cancer screening. These cultural factors will be 
highlighted in the next section.   
 
Cultural Factors that Affect Breast and Cervical Screening Participation among Asian 
American Women in the United States 
 
Cultural factors play an important role in determining whether Asian American 
women will participate in breast and cervical cancer screening opportunities. Kagawa-Singer 
(1997) outlined six major cultural influences on health behavior that are relevant to cancer 
screening: (a) the meaning of cancer, (b) the symbolic meaning of various parts of the body, 
(c) communication and decision making patterns, (d) concepts of “truth-telling”, (e) concepts 
of social support, and (f) spirituality” (p.1708). The major concepts are reviewed here.   
In Asian cultures, cancer is viewed negatively and is portrayed as an illness that is 
brought about by “character weaknesses, genetic predisposition, and perhaps by personal 
lifestyle choices such as diet and employment” (Wellisch et al., 1999). As cancer is seen as a 
social stigma among Asians, discussions surrounding cancer are contained within a person’s 
immediate circle of family and friends. Discussions about cancer are now changing among 
younger, more educated Asians as they perceive less personal responsibility on the causes of 
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cancer (Wellisch et al., 1999). Moreover in Asian culture, direct discussion and 
communication of one’s emotional feelings are discouraged and instead are expressed 
through non-verbal communication.       
In a study investigating differences in cultural barriers to breast and cervical cancer 
screening between young Caucasian and Asian American women, Tang et. al. (1999) found 
that Caucasian women were more open about their bodies and sexuality, had better 
communication with their mothers regarding screening and gynecological health, had a 
mindset oriented towards disease prevention, and also had higher utilization of Western 
medicine, than compared with Asian American women.   
Tang et. al. (1999) also reported that openness to one’s sexuality predicted breast self 
exam (BSE) among Asian American women. In western society, BSE is perceived to be 
under a woman’s control and hence, it would make sense that if a woman was more open 
about her body and her sexuality, she would be more likely to perform BSE. However, in 
Asian culture, modesty is a great virtue and if a woman was modest, she would take control 
of her body by not performing BSE.   
Among older Chinese women, the topic of sexuality may be embarrassing (Tang et 
al., 2000). Developing cancer in the sexual or reproductive organ for postmenopausal 
Chinese women leads them to seek treatment among practitioners of traditional medicine 
(traditional healers) because going through a physical exam is embarrassing (Tang et al., 
2000). The use of Chinese medicine practitioners among the Chinese has a long history as 
they rely on acupuncturists, herbalists and other healers whose treatments have been 
relatively non-invasive and who use natural herbs as medication. Moreover, the Chinese 
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often seek medical attention only during acute illness which makes it harder to understand 
the concept of screening asymptomatic women (Tang et al., 2000).   
Studies that have identified cultural factors as barriers to breast and cervical cancer 
screening among Asian American women have highlighted the importance of not only 
developing culturally sensitive cancer screening programs but also to develop culturally 
appropriate and respectful interactions between healthcare providers and their female clients 
(Yi, 1998; Taylor et al., 1999; Yu et al., 2001; Juon, Choi, & Kim, 2000; Bottorff, Balneaves, 
Sent, Grewal, & Browne, 2001; Gotay, Issell, Hernandez, & Serxner, 1996; Tang et al., 
1999; Pham & McPhee, 1992).   
In a cervical cancer screening study among Cambodian-American women, Taylor et 
al. (1999) surveyed 413 women in Seattle. A main barrier towards cervical cancer screening 
was the belief that getting an illness is a matter of karma. Women who held this belief were 
less likely to go for cervical screening than those who did not believe in karma. By 
definition, karma is the “force generated by a person's actions held in Hinduism and 
Buddhism to perpetuate transmigration and in its ethical consequences to determine the 
nature of the person's next existence” (Merriam-Webster, 2003). Taylor and colleagues 
(1999) reported that they could not adequately explain why karma played a role as a barrier 
towards cervical cancer screening as the interpretations of karma does not necessarily mean 
passive defeat. However, Taylor and colleagues (1999) pointed out that it was important to 
further understand the impact of karma on disease prevention programs so that the concept of 
karma and other Buddhist teachings could be adapted and used in health education efforts 
among Buddhists.   
33
However, not all cultural values are barriers to breast and cervical cancer screening 
since family advice and support in healthcare decision making is important among elderly 
Chinese women. Elderly women tend to rely on their adult children to facilitate decisions on 
healthcare. Hence, Tang and colleagues (2000) suggest that cancer screening programs 
should target families so that they can in turn provide support for women to get screened.      
Bottorff et al. (2001) described key elements of providing cervical cancer screening 
to Asian, South Asian and First Nations women in Canada where the perspectives of both the 
healthcare provider and their female clients were assessed. A key element to client 
satisfaction in receiving cervical cancer screening services is that the healthcare providers in 
the clinics are sensitive to and respectful of cultural and language differences. The presence 
of female healthcare providers and having detailed explanations of how Pap tests are carried 
out were valued by clients. In particular, having healthcare providers speak the same 
language as clients helped them feel assured that their cultural values are respected and that 
they will be able to communicate with and understand the healthcare provider. These results 
emphasize the need for healthcare providers to be sensitive to the cultural and linguistic 
needs of Asian American women in breast and cervical cancer screening. Organizations and 
their providers will benefit from offering culturally-competent services to their Asian 
American clients so as to increase screening and retention rates.   
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Intervention Studies Promoting Breast and Cervical Cancer Screening 
Intervention Studies among the General Population 
 The intervention literature for promoting breast and cervical cancer screening among 
the general population is extensive. Hence I will review the most recent meta-analysis studies 
as well as studies which have reviewed the vast literature and provide a summary of the most 
effective breast and cervical cancer screening intervention strategies for recruiting women. 
 Legler and colleagues (2002) conducted the most recent meta-analysis on intervention 
studies promoting mammography use among women with historically lower rates of 
screening. This group of women includes those who are 60 years of age and older, are 
racial/ethnic minorities, have low income, low levels of formal education and live in a rural 
or inner city area.  Each of the 38 studies reviewed were categorized according to the 
following intervention typology developed by Rimer (1994):   
a) Individual directed (e.g. counseling, letters and reminders) 
b) System directed (e.g. provider prompts) 
c) Access enhancing (e.g. providing transportation and reduced cost mammograms) 
d) Social network (e.g. lay health advisors) 
e) Community education 
f) Mass media 
g) Multi-strategy (combinations of the above listed strategies) 
The results reported that the most effective recruitment strategy was a multi-strategy 
approach to increase mammography use among women with historically lower rates of 
screening. In particular, the combinations of access enhancing and individual directed 
strategies were the most effective and increased mammography use by an estimated 27% 
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(95% confidence interval, 9.9-43.9% in nine studies). The combinations of access enhancing 
and system directed strategies were also very effective and resulted in an estimated 20% 
increase in mammography use (95% confidence interval, 8.2-30.6% in five studies). The 
authors point out that these findings show the importance of using an ecologic perspective 
(McLeroy, Bibeau, Steckler, & Glanz, 1988) in addressing individual, interpersonal, 
organizational, community and policy barriers to and facilitators of breast and cervical cancer 
screening in planning interventions to increase screening (Legler et al., 2002).  
The access enhancing strategy addresses structural, economic and geographic barriers 
to mammography and has the ability to provide a bridge between screening centers and the 
environment where the woman lives (Legler et al., 2002). Access enhancing strategies not 
only provide cues to action to get a mammogram (e.g. provision of a sign up desk for getting 
a mammogram) but also facilitate a woman to get a mammogram (e.g. providing 
transportation, mobile mammography services, free mammograms, same day appointments, 
navigation through the health care system and appointment scheduling).   
 Individual directed strategies especially in health care settings have been effective 
(Legler et al., 2002). For example, recommendations provided by physicians and other 
healthcare providers for a woman to get a mammogram is a strong facilitator towards getting 
a mammogram (Vernon et al., 1992).  Other individual directed strategies cited in the meta-
analysis include: bilingual program materials, individualized letters and reminders, case 
management, intervention by health educators or lay health advisors.    
 For cervical cancer screening, Marcus and Crane (1998) reviewed more than 200 
studies and divided studies into two different categories: outreach strategies (interventions 
conducted to reach out into the community to promote cervical cancer screening) and inreach 
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strategies (interventions conducted at healthcare facilities to promote cervical cancer 
screening during patient visits). The results of the review revealed that for outreach 
strategies, mass media campaigns were the most effective strategy. In particular, mass media 
campaigns worked best when different kinds of media were used and also when mass media 
campaigns were used in combination with other strategies. For example, the combination of 
mass media campaigns (utilizing radio and newspaper advertisements) as well as a personal 
invitation to women to go for a Pap test was more effective than using a single strategy on its 
own (Marcus & Crane, 1998). The use of outreach staff and lay health advisors has also been 
effective to promote cervical cancer screening (Marcus & Crane, 1998).  By definition, lay 
health advisors (LHAs) are “natural helpers” who reach out to people through their existing 
kin, friendship and job networks (Eng, Parker, & Harlan, 1997). They are usually the first 
people that members of their social network turn to when they need advice, support and 
assistance.     
 In terms of inreach strategies, mailing letters to patients was effective, especially as 
a retention strategy. However, the authors cautioned the use of bulk mailing to non-patient 
populations as this was not effective (Marcus & Crane, 1998).  Moreover, opportunistic 
screening when combined with mass media campaigns were successful for women who had 
never been screened. In particular, same day opportunistic screening was effective as patients 
did not have to schedule another appointment (Mandelblatt, Traxler, Lakin, & Thomas, 
1993). Moreover, patients were willing to agree to a Pap test when nurse practitioners 
performed them.   
 Marcus and Crane’s (1998) review of the literature also provided a brief discussion 
on retention (recall) strategies. Owing to the success of a centralized recall system in Iceland 
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and Finland, the authors suggest that a centralized recall system is needed so as to promote 
retention and that health departments in the U.S. are logical starting points for this new 
initiative.           
 In another review of interventions on increasing cervical cancer screening, Black and 
colleagues (2002) provided a comprehensive review of the literature of community based 
strategies. Of the 42 relevant studies reviewed, the most widely used recruitment strategies 
were mass media campaigns, lay health advisors and letters of invitation. Strategies that were 
most successful among the studies reviewed were ones that combined mass media campaigns 
with direct tailored education to women. 
Partnerships and collaborations among organizations to recruit and retain women in 
breast and cervical cancer screening programs have not been given much attention in the 
above meta-analyses and comprehensive literature reviews. However, collaborations have 
also been successful as evidenced by Encoreplus (Fernandez, DeBor, Candreia, Wagner, & 
Stewart, 1999). Encoreplus is a national program that aims to increase breast and cervical 
cancer screening among low income, medically underserved women in 68 Young Women 
Christian Association (YWCA) sites in 30 states (Fernandez et al., 1999). As an NBCCEDP 
program, the YWCA of U.S.A. formed this partnership in collaboration with CDC, Avon 
Products, Inc., and the University of Texas- Houston School of Public Health, Center for 
Health Promotion Research and Development (UT-CHPRD). This Encoreplus evaluation 
showed that there were two main characteristics for the success of this program. The first is 
the successful partnerships between all the organizations where each organization brought its 
own expertise to the partnership. In this program, CDC provided the NBCCEDP structure 
and mechanism for low income women to access screening services, the YWCA of the 
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U.S.A. Office of Women’s Health Initiative (OWHI) oversaw the national management of 
the program and provided technical and training support, Avon provided the financial 
support for program implementation at local YWCA sites and UT-CHPRD managed the 
program evaluation of Encoreplus.
The second main characteristic that contributed to the success of the partnership in 
the Encoreplus program was that the program was placed in a community organization and not 
in a health facility. This assisted greatly with recruitment and retention of women in the 
program as YWCA staff already had the expertise in community outreach and then were 
trained in breast and cervical cancer screening related issues. This way, the emphasis of the 
program was on community outreach in trying to recruit women into the NBCCEDP.  At the 
local YWCA sites, staff were then involved in a multitude of activities. These activities 
include recruiting women into the NBCCEDP, providing breast and cervical cancer screening 
education, offering enabling and support services such as help with scheduling appointment 
and transportation, creating partnerships with NBCCEDP funded providers, assisting women 
with accessing third party payer systems such as Medicaid and Medicare and providing 
breast and cervical cancer screening services. The effectiveness of this approach is also 
accentuated with OWHI providing centralized management and support to local YWCA 
sites.      
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Intervention Studies among Asian American Women  
 A summary of intervention studies designed to increase breast and cervical cancer 
screening among Asian American women in the United States has been compiled in Table 8. 
This summary includes all studies published from 1982 to July 2006. This compilation 
provides details of each intervention study regarding the site where the intervention was 
being conducted, the target population, sample sizes, age inclusion, whether the intervention 
focused on breast and/or cervical cancer screening, recruitment and retention strategies, the 
theory used to inform the intervention, the evaluation design as well as the major findings of 
the intervention. As different aspects of the intervention may be reported over a period of 
time, I have provided a primary citation for the article that best describes the study’s 
recruitment and/or retention strategies. Besides the primary citation for that intervention, I 
have also added other studies that reported different aspects of the intervention study. If there 
were articles that reported different arms of the intervention (e.g. a community intervention 
component and a provider intervention component), then each of the intervention arms was 
treated as a separate study.   
 Of the 19 studies that were included in the summary (Table 8), the majority of those 
studies were conducted in California (Table 6). Among the different Asian ethnic groups, the 
studies concentrated mainly on the Vietnamese population followed by the Chinese and 
Korean (see Table 7). The literature on intervention strategies among Asian American 
women focused primarily on Vietnamese (Tosomeen, Marquez, Panser, & Kottke, 1996; 
McPhee et al., 1996; Jenkins et al., 1999a; Nguyen, Vo, McPhee, & Jenkins, 2001a; Burke et 
al., 2004; Lam et al., 2003b; Nguyen et al., 2000; Gor, Jones, Hwang, Wei, & Hoang, 2005; 
Sadler et al., 2000; Yu et al., 2002), Chinese (Lovejoy, Jenkins, Wu, Shankland, & Wilson, 
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1989a; Hiatt et al., 2001; Taylor et al., 2002; Gor et al., 2005; Sadler et al., 2000; Yu et al., 
2002),Korean (Chen et al., 1997; Kim & Sarna, 2004; Gor et al., 2005; Sadler et al., 2000; 
Yu et al., 2002), Filipino (Maxwell, Bastani, Vida, & Warda, 2003; Sadler et al., 2000; Yu et 
al., 2002), Asian Indian (Sadler et al., 2000; Yu et al., 2002), Cambodian (Kelly et al., 
1996; Taylor et al., 2002b), Japanese (Sadler et al., 2000; Yu et al., 2002), and Hmong (Yu 
et al., 2002; Tanjasiri et al., 2006). 
 
Table 6. Number of Breast and Cervical Cancer Screening Iintervention Studies 
Targeting Asian Americans by State. 
 
State Number of Studies (n=19)
California 12 
Washington 3 
Minnesota 2 
Texas 1 
Michigan 1 
Table 7.  Number of Breast and Cervical Cancer Screening Intervention Studies 
Targeting Asian Americans by Asian ethnic group and Types of Cancer Screening. 
 
Asian Sub Group Breast  
Cancer  
(n=12)* 
Cervical 
Cancer  
(n=4)* 
Both Breast and 
Cervical Cancer 
(n =16)* 
Total  
 
(n=32)* 
Asian Indian 1 0 1 2 
Cambodian 0 1 1 2 
Chinese 3 1 2 6 
Filipino 1 0 2 3 
Hmong 1 0 1 2 
Japanese 1 0 1 2 
Korean 3 0 2 5 
Vietnamese 2 2 6 10 
*If a study reported multiple Asian sub groups, then the study is reported multiple times under each of the 
relevant sub groups. 
 
There are also intervention studies that target a few Asian ethnic groups in a single 
project. The Michigan Healthy Asian Americans Project (HAAP) aimed at reaching out to 
Asian Indian, Chinese, Filipino, Hmong, Japanese, Korean and Vietnamese American 
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women (Yu et al., 2002). Through community partnerships, a wide variety of intervention 
strategies were implemented including brochures and posters in English, Chinese, Filipino, 
Hindi, Hmong, Japanese and Korean, setting up a toll free hotline, doing outreach through 
faith-based organizations and through home visits, conducting health education seminars as 
well as providing assistance with logistics such as appointment scheduling, transportation 
and interpretation. 
 The Asian Grocery Store Based Cancer Education Program based in San Diego, 
California is another project that aims to reach out to different Asian ethnic groups: Asian 
Indian, Chinese, Vietnamese, Korean, Japanese, and Filipino (Sadler et al., 2000; Sadler, 
Wang, Wang, & Ko, 2000). This intervention targets Asian grocery stores where bilingual 
bicultural health educators provided health education and handed out cancer awareness and 
screening materials in different Asian languages.   
 In Houston, Texas, Project Phoenix targeted Chinese, Vietnamese and Korean women 
for cancer screening activities. Project Phoenix worked through partnerships with the Asian 
American health coalition, healthcare organizations, community-based organizations, the 
ACS and other cancer-related organizations (Gor et al., 2005).  Recruitment of Asian 
American women was primarily done through community-based organizations. 
 In reviewing the recruitment and retention strategies for Asian American women, all 
the intervention studies used a combination of strategies. All the studies except for one 
(Nguyen et al., 2000) targeted Asian women. In that one study, Nguyen and colleagues 
(2000) targeted Vietnamese physicians in California to increase screening for Hepatitis B, 
lung, breast, and cervical cancers. Their intervention strategies included setting up a cancer 
screening reminder system, continuing medical education seminars for physicians, 
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distribution of Vietnamese language health education materials, periodic newsletters to these 
physicians as well as enrollment in the National Cancer Institute’s physician data query 
oncology information program (Nguyen et al., 2000). Although this intervention produced 
significant increases for pelvic exams and smoking cessation, it produced no effect for the 
other cancer prevention activities. However, this study targeting Vietnamese physicians was 
part of a larger study – the “Suc Hoe La Vang!” (Health is Gold!) project (Nguyen, Vo, 
McPhee, & Jenkins, 2001b). In that study, a combination of strategies were used including a 
neighborhood based intervention where a storefront outreach center was established together 
with counseling, referrals, telephone advice, presentation and educational sessions on breast 
and cervical cancer screening (Nguyen et al., 2001b). There were also health fairs, media 
campaigns through the newspaper, television and radio as well as the distribution of 
education materials and a guide to navigating the healthcare system. Despite the impressive 
array of intervention strategies targeting Vietnamese women for breast and cervical cancer 
screening, the results were not statistically significant between the intervention and control 
groups (Nguyen et al., 2001b). The authors attribute the lack of statistically significant results 
to other concurrent cancer prevention activities being conducted in the control community by 
the health department and other organizations (Nguyen et al., 2001b). 
Despite multiple strategies being used in all the intervention studies, McPhee and 
colleagues (1996) emphasized the efficacy of face-to-face contact. In their study targeting 
Vietnamese women in California, the intervention strategies included the use of Vietnamese 
lay health workers to conduct small group educational sessions, the distribution of 
educational materials (wall poster, brochures and videotapes) and outreach at health fairs 
(McPhee et al., 1996). The results showed that although lay health workers significantly 
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increased women’s recognition, receipt and maintenance of breast and cervical cancer 
screening, attendance at health fairs had no impact on either awareness or recruitment into 
cancer screening tests (McPhee et al., 1996). 
Lay health advisors (LHAs) have also been used in another Vietnamese community in 
Santa Clara County in Northern California (Lam et al., 2003a). This study compared the use 
of a media intervention versus a combination of a media intervention and the use of female 
Vietnamese lay health advisors. Results indicated that the use of the media intervention only 
was effective in increasing women’s recognition of cancer screening and their future 
intentions of getting screened (Lam et al., 2003a). On the other hand, the combined media 
intervention and LHA strategy yielded better results than the media intervention only strategy 
as there was better receipt and maintenance of screening (Lam et al., 2003a).     
 In Seattle, Washington, the use of Cambodian outreach workers in a Cambodian 
community was examined (Taylor et al., 2002b). These outreach workers conducted health 
education during home visits and made presentations at group meetings using a Khmer 
language video and barrier-specific counseling. In barrier-specific counseling, outreach 
workers were trained to counsel women on ten potential barriers which include avoidance of 
biomedicine, perceptions that gynecologic exams are embarrassing, and lack of English 
proficiency (Jackson et al., 2000). The video entitled “The preservation of traditions” uses an 
analogy to explain early detection concepts for cervical cancer screening. This analogy likens 
cervical cancer in a woman to weeds in the soil where when weeds are allowed to grow, they 
can destroy and harm healthy plants (Mahloch et al., 1999). The results showed that there 
were statistically significant increases in pap testing in both the intervention and control 
groups (Taylor et al., 2002b). The authors postulate that this could be due to contamination 
44
effects in the control group as the Cambodian community in Seattle is small and is 
concentrated in certain areas of the city. Also, the baseline survey that was given to the 
control group could also have had an intervention effect (Taylor et al., 2002b).  
These studies show that personal contact through the use of outreach workers and lay 
health advisors who are of the same race/ethnic group as the target population is an integral 
component in recruiting Asian American women into screening programs. The LHA strategy 
has been effective in recruiting Asian American women as LHAs are “cultural brokers” since 
they are from the community where the women are from and they share the same cultural, 
language and/or religious beliefs (Eng & Young, 1992). As the LHA model is built on 
existing social networks, LHAs have the ability to act as advocates and change agents in their 
communities. They can also influence individual decision-making through the evaluation of 
social norms and expectations about breast cancer screening as well as to provide skills in 
changing the behavior so as to recruit women for breast cancer screening programs (Eng & 
Young, 1992).   
The literature review on intervention studies to increase breast and cervical cancer 
screening has revealed that a variety of strategies have been tested to increase cancer 
screening among Asian American women. The literature review has also shown that cultural 
factors may play an important role in predicting breast and cervical cancer screening 
participation among Asian American women. In particular, the literature review shows the 
need for healthcare providers to take into consideration the cultural and linguistic needs of 
their Asian American clients so as to increase screening. Hence, incorporating culturally-
competent services into healthcare organizations are likely to benefit both providers and 
clients alike. In the next section, a review of the literature on cultural competency and its 
45
relevance to breast and cervical cancer screening among Asian American women is 
presented. 
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Table 8. Summary of Intervention Studies Aimed at Promoting Breast and Cervical Cancer Screening among Asian American
Women
Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Kelly et al., 1996) Olmsted
County,
Minnesota
Cambodian
50 years old
and above
Sample size:
31
Breast and
Cervical
Cancer
• Developed health education
video
• Small informational meetings
held in homes/churches.
• Group appointments for
screening at a clinic.
• Logistics support –
transportation, interpreter and
staff member accompanied
the group.
Screening rates
were compared
pre and post
intervention.
Screening rates increased
significantly (p<0.001) for clinical
breast exam, mammography and
pap test.
(Taylor et al.,
2002b)
Other studies :
(Jackson et al.,
2000; Mahloch et
al., 1999)
Metropolitan
Seattle, WA
Cambodian
18 years and
older
Sample size:
144 (145)
Cervical
cancer
PRECEDE • Neighborhood based
intervention
• Community coalition
• Bilingual outreach workers
• Home visits
• Small group presentations
• Counseling
• Khmer language video
• Logistics assistance (e.g.
interpretation, referral,
transportation)
Group-randomized
controlled trial.
Baseline survey
assessed cancer
screening histories
and access to
healthcare. The
follow-up survey
was administered
1 year after the
baseline survey
and assessed
cancer screening
knowledge,
attitudes, histories
and intervention
effects.
Significant increase in Pap testing
in both intervention and control
group perhaps because of
contamination effect as the city is
small and the baseline survey for
control group may have had
intervention effect.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Lovejoy, Jenkins,
Wu, Shankland, &
Wilson, 1989b)
San Francisco,
CA
Chinese
Sample size:
109
Breast
cancer
Havelock’s
guide to
educational
innovation
• Community coalition:
YWCA, ACS, community
leaders
• Publicity campaign –
Chinese newspapers, TV and
Radio and bilingual flyers
• Community outreach
program through CBOs and
churches
• Organized a one day breast
cancer awareness and
screening program which
included the following
activities: Bilingual
educational exhibits on
cancer prevention and low
cost community health
services, breast self exam
class and lecture on breast
cancer and treatment.
Breast cancer
screening histories
were collected.
Six abnormal mammograms
required follow-up and one breast
cancer was detected.
(Hiatt et al., 2001) San Francisco
Bay Area
The Breast and
Cervical Cancer
Intervention
Study
(BACCIS)
Chinese,
African
American,
Latina and
White
40-75 years
old
Sample size:
801 (798)
Breast and
Cervical
cancer
Trans-
theoretical
model
• Lay health worker outreach
• “Inreach” intervention – a)
individualized provider
training sessions in clinical
breast exam and pap tests
using a patient model
b) institution of a computer
based reminder system and
c) Education session for
providers on cross culture
and cross gender
communication
• Patient navigator for follow-
up of abnormal screening
results
Computer
based
reminder
system for
primary care
providers
Pretest-posttest
controlled
community trial.
Evaluation
consists of
household
surveys, pre- and
postintervention
medical chart
audits, compared
medical chart
audit outcomes
between
intervention arms,
changes in
adoption stages for
screening tess.
Only baseline results were
reported.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Taylor et al., 2002)
Other Studies:
(Jackson et al.,
2000)
(Jackson et al.,
2000)
1) Seattle, WA
2) Vancouver,
British
Columbia,
Canada
Chinese
20-69 years
old
Sample Size:
Experimental
group 1=
129;
Experimental
group 2=
139;
Control
group=134.
Cervical
cancer
• Experimental group 1:
Bilingual outreach worker
intervention (home visits,
video in Cantonese and
Mandarin, motivational
pamphlet, educational
brochure, fact sheet, tailored
counseling, logistic
assistance)
• Experimental group 2:
Direct Mail intervention
(Video, motivational
pamphlet, educational
brochure, fact sheet)
Randomized
control trial.
Three intervention
arms:
i) experimental
group 1 (outreach
worker
intervention);
ii) experimental
group 2 (direct
mail intervention);
iii) control group
(usual care).
Follow-up surveys
at 6 months after
random
assignment to
assess pap testing
behavior. Medical
record review of
cervical cancer
screening was
conducted and a
process evaluation
of the intervention
was done.
The outreach worker intervention
effect was statistically significant in
Vancouver but not in Seattle and
the direct mail intervention was
effective only in Vancouver.
Reasons could be that the
NBCCEDP was recruiting actively
in Seattle during this time hence
higher Pap testing among controls.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Maxwell et al.,
2003)
Other studies:
(Maxwell, Bastani,
Vida, & Warda,
2005)
Los Angeles
County, CA
“Kulusugan ay
Kayamanan”
(Health is
Wealth)
Filipino
(over 40
years old)
Sample Size:
213 (234)
Breast and
Cervical
Cancer
Adherence
Model –
combination of
the health belief
model, theory
of reasoned
action/planned
behavior and
the precede
model.
• Recruited through CBOs and
churches using the following
strategies:
1) Female Project Liaisons
from each organization
who personally invited
other members.
2) Word of mouth through
friends, relatives or press
releases in newspapers
widely read in the Filipino
community.
3) Presentations about the
study by the bilingual
female Filipino project
director at church/CBO
events.
4) Announcements, flyers,
sign-up tables at churches.
• Group educational session
held at CBOS, churches or
homes. Educators were first
generation Filipino
healthcare providers who
were fluent in both English
and Tagalog. The group
session were held in Taglish
and lasted 60-90 mins.
• Information packages were in
English and Tagalog
including NBCCEDP
information.
Personalized
letter sent
which
includes
update of
study
activities and
findings and
results of the
lottery.
Randomized
pretest-posttest
control group
design.
Women assigned
to intervention
(cancer screening
module) or control
(physical activity
module) groups.
Interviews
conducted at
baseline and at 3,
12 and 24 months
after the group
educational
session to assess
cancer screening
histories,
knowledge and
attitudes as well as
recruitment
procedures and
participation in
health research
studies.
Intervention was not effective for
cervical cancer screening but was
effective only in increasing
mammography among recent (<10
years) immigrants who had very
low baseline screening rates
(p<0.05).
Most women were recruited via
female project liaisons while
recruitment through
announcements, flyers and sign-up
tables at churches were the least
successful. The importance of
personal invitations from friends
and other Filipinas was stressed.
Retention in the study was higher
among those who attended the
educational session than those who
did not (OR=2.29) at 24 months
follow up.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Chen et al., 1997)
Other Studies:
(Wismer et al.,
2001; Wismer et al.,
1998)
Alameda
County, CA
(Control: Santa
Clara County,
CA)
“Health is
Strength”
Korean
Sample size:
Pre-
intervention:
404 (414).
Post-
intervention:
339 (385)
Breast and
Cervical
cancer
PRECEDE/PR
OCEED model,
participatory
action research
• Korean Community Advisory
Board developed
• Educational materials
• Health counselors (LHAs)
• Relationship building with
Korean churches – Health
counselors were mostly
church based, women
accessed through churches,
workshops delivered primarily
though churches.
• Provider intervention (not
described clearly in
manuscript)
• Mammogram facility
intervention (not described
clearly in manuscript)
Quasi experiment
design with pre-
and post-
intervention cross-
sectional surveys
in experimental
and control
counties.
Population based
telephone survey
conducted in 1994
and 1997.
Survey assessed
history of
screening tests and
exposure to the
community
intervention.
Interim report did not reveal any
significant difference between
intervention and control group.
Also intervention activities have
not yet been fully implemented.
(Kim & Sarna,
2004)
Los Angeles
County, CA
“Let’s Talk
Between
Women”
Korean
40 to 75
years old
Sample size:
Experimental
group 1: 47;
experimental
group 2: 48;
control
group: 46.
Breast
cancer
Participatory
action research.
Precede-
proceed model.
• Korean church based
intervention
• Peer group educational
program
• Access to low cost mobile
mammography
Three group
design:
1) peer group
educational
program and low
cost
mammography; 2)
low cost
mammography; 3)
control group.
Survey assessed
attitudes and
knowledge of
cancer screening
as well as cancer
screening
histories.
Group 1 not significantly different
from Group 2. But Group 1 and 2
were significantly more effective
than the control group.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Tanjasiri et al.,
2006)
Fresno and San
Diego, CA
(Lub Neej Yog
Tb Yam Loo
Tshaj Plaws –
“Life is
Precious”
Project)
Hmong
Women aged
40 years and
older & men.
Sample size:
304 women
and 314 men
Breast
Cancer
Social learning,
social support
and community
empowerment
theories
• Developed bilingual
educational flip chart
• Developed video “Life is
precious: Breast cancer
screening for Hmong women”
• Developed 2 brochures (one in
English and one in Hmong).
• Two educational
interventions: one for Hmong
women and one for Hmong
men
Pre- and post-test
on knowledge,
attitudes, beliefs
and behavioral
intentions.
The intervention significantly
increased knowledge of risk factors
(for women and men), positive
attitudes towards breast cancer and
prevention (for women and men),
increased intention to get a CBE
and mammogram (for women) and
belief in supporting women through
treatment if they had breast cancer
and belief that men in the family
show support for women to get
their breasts checked (for men).
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Tosomeen et al.,
1996)
Olmsted
County,
Minnesota
Vietnamese
18 years and
older
Sample size:
90
Breast and
Cervical
cancer
• Identified women through
social support links, telephone
directories, patient registry at
a clinic.
• Called potential participants
with an invitation to attend
meeting.
• Held educational meetings
• Provided interpreter
• Provided transportation
• Patient navigator
Pretest and
posttest
intervention
design.
Pretest and
posttest surveys
assess cancer and
cancer screening
knowledge,
educational
elements and
screening
histories.
Pre- and posttest surveys revealed
changes in attitudes towards cancer
and cancer screening.
(McPhee et al.,
1996)
Other Studies:
(Bird et al., 1998;
Bird, Otero-
Sabogal, &
McPhee, 1996)
Tenderloin
District, San
Francisco, CA
(Control group:
Sacramento,
CA)
“Pathways to
early cancer
detection for
Vietnamese”
project
Vietnamese
345 (372)
(18 years and
above)
Breast and
Cervical
Cancer
PRECEDE-
PROCEED,
transtheoretical
model, social
learning theory
as well as
innovation
adoption and
diffusion theory
• Lay health workers
• Small group educational
sessions
• Developed health education
materials-wall posters,
brochures and videotapes
• Health fairs
(All in Vietnamese language)
Lay health
workers
Pretest-posttest
controlled trial.
Face to face
interviews were
conducted. The
primary outcome
variables
measured
respondents’ self-
reported
recognition,
receipt and
maintenance of
preventive care
checkups and
screening tests.
Results show that lay health
workers significantly increased
women’s recognition, receipt and
maintenance of breast and cervical
cancer screening test. Attendance
at health fairs had no impact on
either recognition or receipt of
cancer screening tests.
Authors stressed on the efficacy of
face-to-face intervention.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Jenkins et al.,
1999b)
Alameda and
Santa Clara
counties, CA
(Control group:
Los Angeles
and Orange
countries, CA)
Suc Khoe La
Vang! (Health is
Gold!) project
Vietnamese
Sample Size:
Pretest:
451(482);
Posttest:
454(422)
18 years and
above
Breast and
Cervical
cancer
• Health education materials
(brochures, calendar, booklets
and poster) distributed in
English-as-a-second-language
classes, businesses, grocery
stores, doctors’ offices,
clinics, hospitals, religious
institutions, health fairs etc.
• Advertisements in Vietnamese
language newspapers and
television (video broadcasts).
• Billboards
(All in Vietnamese language)
Pretest and
posttest control
group intervention
design.
Measures for the
surveys include
screening (test
recognition,
intention, receipt
and if they were
current with a
screening) for
general checkups,
pap tests, clinical
breast exams and
mammograms,
logistical barriers,
knowledge and
beliefs about
cancer and cancer
prevention and
exposure to media
intervention.
For recognition of screening tests,
the results were significant for
recognition of general checkups,
pap tests and clinic breast exams
but no effect on recognition of a
mammogram.
For intention of getting a screening
test, the results were significant for
all screening tests.
For receipt of a screening test, the
results were significant for having
had a general checkup and pap test,
negative effect for clinical breast
exams and no effect on
mammography.
For being up to date with screening
tests, the intervention results
showed no positive effect for all
screening tests.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Nguyen et al.,
2001a)
Alameda
county, CA
(Control group:
Los Angeles
and Orange
counties, CA)
Suc Khoe La
Vang! (Health is
Gold!) project
Vietnamese
18 years and
older
(Women
were aged 40
years and
above for the
telephone
interview
surveys)
Sample size:
Pretest: 384
(404)
Posttest: 405
(402)
Breast and
Cervical
Cancer
• Neighborhood based
intervention: establishment of
storefront outreach center –
counseling, referrals,
telephone advice,
presentations, educational
sessions, contests,
participation in coalitions.
• Health fairs
• Distribution of educational
materials and guide to
navigate healthcare system
• Media campaign – newspaper,
TV and radio.
• Vietnamese physicians
intervention
Pretest-posttest
control group
design. Pre- and
post- intervention
telephone surveys
were conducted
with random
samples in both
intervention and
control
communities.
Outcome variables
included self-
reported clinical
breast exam,
mammography,
attitudes and
behaviors
regarding
screening tests.
Post-intervention
surveys assessed
respondents’
exposure to
different
intervention
elements.
Results were not significant
between intervention and control
groups. Authors suggest that
perhaps the failure of the
intervention study could be
attributed to other concurrent
cancer prevention activities being
conducted in the control
community by the health
department and other organizations.
(Burke et al., 2004) Seattle, WA Vietnamese Cervical
cancer
• Community coalition
• Bilingual outreach workers
conduct home visits using
barrier specific counseling and
variety of visual aids
• Pamphlets - “Prevent cervical
cancer: Take care of yourself
and those you love”
• Video – “Good health for
good years”
This paper provides information on
the development of the
intervention. Awaiting articles on
the evaluation of the intervention.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Lam et al., 2003a)
(Nguyen et al.,
2006)
Santa Clara
County, CA
(Control group:
Harris County,
TX)
Suc Khoe La
Vang! (Health is
Gold!) project
Vietnamese
Sample Size:
Pre-test:
Media
education
(ME)
group=200;
Lay health
workers and
media
education
(LHWO+
ME) group=
200
Cervical
Cancer
Community
based
participatory
research
(CBPR),
pathways
framework,
PRECEDE/
PROCEED
model used for
planning
framework.
• Community coalition
• Community Forums
• Lay health workers
• Media campaign (e.g. TV,
radio and newspaper ads,
poster, information booklet)
• Provider intervention:
Continuing medical education
for Vietnamese-American
physicians and, pap registry
and reminder system.
• Health care system
intervention: Restoration of
the breast and cervical cancer
control program, established
Vietnamese pap clinic staff by
Vietnamese speaking female
physician and patient
navigator.
Quasi
experimental
Pretest and
posttest
intervention
design.
Pre- and posttest
questionnaires
aimed to assess
the effectiveness
of the impact of a
media education
alone (ME) versus
the impact of the
lay health worker
outreach program
with media
education
(LHWO+ME)
The combined lay health workers
and media education group
(LHWO+ME) increased
significantly their Pap test receipt
as compared to the media education
only group (ME) whose results
were not significant.
Authors reported that the results
published in this paper are only
partial as the project activities are
not completed yet. The results
reported in this study are only for
the lay health workers and media
education intervention only. The
final results will be published in the
American Journal of Preventive
Medicine (in press at the moment).
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Nguyen et al.,
2000)
Alameda
county, CA
(Control group:
Los Angeles
and Orange
counties, CA)
Vietnamese
Physicians
Sample size:
pre-
intervention:
9 (11); post-
intervention:
8 (11).
Lung,
breast,
cervical
cancer and
Hepatitis
B.
Intervention elements included:
• Manual/computerized cancer
screening reminder system
• Continuing medical
education seminars
• Distribution of Vietnamese
language health education
materials
• Periodic newsletters
• Enrollments in the National
Cancer Institute’s Physician
Data Query oncology
information program
Manual/com
puterized
cancer
screening
reminder
system
Randomized
controlled trial.
Outcome
measures included
physician’s
performance of
cancer prevention
activities by
auditing medical
records for 8
cancer prevention
activities:
smoking-cessation
counseling,
checkups, pap
testing, pelvic
exams, clinical
breast exams,
mammography,
hepatitis B
serologies and
hepatitis B
immunizations.
Performance rate of the
intervention physicians for Pap
testing was higher than that of the
physicians in the control group
(p=0.004). The intervention also
produced significant increases for
pelvic exams and smoking
cessation but not for any other
cancer prevention activities.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Gor et al., 2005) Houston, TX
Project Phoenix
Chinese,
Vietnamese
and Korean
Sample size:
396
Breast
Cancer
• Partnerships with
organizations – Asian
American health coalition,
health care organizations,
community-based
organizations, university,
America cancer society, and
other cancer-related
organizations
• Cancer education sessions
• Recruitment through
community-based
organizations
• Physician outreach and
education
Article only provided a description
of the project.
(Sadler et al., 2000)
Other articles:
(Sadler et al., 2003)
San Diego
county, CA
The Asian
Grocery Store-
Based Cancer
Education
Program
Asian Indian,
Chinese,
Vietnamese,
Korean,
Japanese,
Filipino
Sample Size:
1190
(intervention
only)
Breast
Cancer
Health belief
model
• Asian grocery store based
intervention
• Bilingual university student
trained as community health
educators
• Use of visual aids, breast
models
Pretest and
posttest
intervention
design. No
control group.
Follow up
telephone
interview
conducted 2 weeks
after intervention.
The follow up phone interview
reported only intent to getting a
clinical breast exam or
mammogram. Of those who were
40 years and above, 36.5% reported
that they had scheduled an
appointment for a clinical breast
exam since the intervention. Of
those who were 50 years and older,
39.1% reported that they had
scheduled a mammography
appointment since the intervention.
All articles report that the project is
a viable strategy to reach out to
different Asian ethnic groups.
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Author,
Date of
Publication
Site /
Name of
Project
Target
Population /
Age /
Sample Size
(Control)
Screening
Focus
Theory Used Recruitment Strategy Retention
Strategy
Evaluation
Design /
Measurement
Instrument
Major Findings
(Yu et al., 2002) Michigan
Healthy Asian
Americans
Project (HAAP)
Asian Indian,
Chinese,
Filipino,
Hmong,
Japanese,
Korean and
Vietnamese
40 to 64
years old
Sample size:
387 clients
(172 women
returned the
questionnaire
)
Breast and
Cervical
Cancer
• Community partnerships
• Project brochures, posters,
flyers in English, Chinese,
Filipino, Hindi, Hmong,
Japanese and Korean
• Project website:
www.nursing.umich.edu/haap
• Toll free hotline
• Radio
• Church/temple outreach
• Home visits
• Logistics assistance (e.g.
appointment scheduling,
interpretation, transportation)
• Health education seminars and
free health screening programs
(e.g. blood pressure, glucose
screening)
• Clients were invited to talk
about screening experience
during health education
session.
Questionnaire
mailed to clients
of Michigan’s
breast and cervical
cancer control
program (BCCCP)
following cancer
screenings.
Questionnaire
asked about how
women knew
about the BCCCP
and the HAAP,
how women
received the
screening and their
degree of
satisfaction with
the healthcare
services and
HAAP’s health
promotion
programs.
No project evaluation article
published yet.
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Culturally-competent Health Care and its Relevance to Breast and Cervical Cancer 
Screening among Asian American Women 
 In this section, the importance of recognizing the influence of culture in healthcare 
will first be presented followed by a definition of cultural competency and organizational 
cultural competency. This will provide a background for the conceptual framework used in 
this evaluation study to identify culturally-competent strategies to address recruitment and 
retention programs among Asian American women in breast and cervical cancer screening. 
 
Background of Culture in Healthcare 
 The importance of culture in health care has been illustrated in Arthur Kleinman’s 
(1978) seminal work referring to medical systems as cultural systems and discussing the 
impact culture has on sickness and healing. Culture is defined here as “a system of symbolic 
meanings that shapes both social reality and personal experience, mediates between the 
‘external’ (social, political, economic, historical, epidemiological and technological) and 
‘internal’ (psychophysiological, behavioral and communicative processes) parameters of 
medical systems” (Kleinman, 1978, p. 86). Thus, the beliefs and behaviors related to health, 
illness and health care have to be understood in relation to each other as they are part of a 
cultural system.   
According to Kleinmen (1978), explanatory models (EMs), which are explanations of 
etiology, onset of symptoms, pathophysiology, course of sickness (severity and type of sick 
role) or treatment are important to investigate because they are different for providers, 
patients and their families. It is only when the EMs of providers, patients and their families 
are similar that there will be better communication, better clinical management as well as 
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more patient satisfaction and adherence to treatment. As cultural factors affect the breast and 
cervical cancer screening participation among Asian American women, negotiating the EMs 
of healthcare providers and Asian American women may help recruit and retain Asian 
American women in the NBCCEDP so as to increase breast and cervical cancer screening. In 
order for EM negotiation to take place between healthcare providers and Asian American 
women, healthcare providers and systems must be culturally-competent.     
 
Defining Cultural Competency 
There are many working definitions of cultural competency in the literature. Although 
definitions vary in their levels of detail and prescriptive guides to action, the key point is the 
need for health care systems to acknowledge, respond to and incorporate the diverse cultural 
and linguistic needs of their client population. The most common definition of cultural 
competency used in public health is by Cross et. al. (1989) whose definition is currently used 
by agencies such as the Department of Health and Human Services, Bureau of Primary 
Health Care, Office of Minority Health and the Substance Abuse and Mental Health Services 
Administration. I have provided here a more elaborate definition of cultural competency as 
published by the Department of Health and Human Services, Bureau of Primary Health Care 
(1997): 
Cultural competency is defined as a set of congruent behaviors, attitudes and policies 
that come together in a system, agency, or among professionals, and enables that 
system, agency, or those professionals to work effectively in cross-cultural situations. 
The word culture is used because it implies the integrated patterns of human behavior 
that include language, thoughts, communications, actions, customs, beliefs, values, 
and institutions of racial, ethnic, religious, or social group. The word competency is 
used because it implies having the capacity to function in a particular way: the 
capacity to function within the context of culturally integrated patterns of human 
behavior defined by the group. 
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Cultural competence within the public health system refers to the development and 
provision of systems of care for diverse populations with a demonstrated awareness 
and integration of health related beliefs and cultural values, disease incidence and 
prevalence, and the appropriate management and prevention of disease as it relates to 
the populations seeking care. Staff within a culturally-competent health-care system 
honor and respect beliefs, interpersonal styles, attitudes, and behaviors of individuals, 
families and communities they serve.   
 
Cultural competence is a lifelong process which includes the examination of one’s 
own attitudes, and the acquisition of knowledge and appreciation of cultural 
differences and similarities within, among, and between groups. A culturally-
competent system of care reflects and responds to the communities it serves through 
its administrative policies and procedures, hiring practices, training and professional 
development, and the active participation of community members and consumers. 
Self assessment, culturally based needs assessment, and the active incorporation of 
findings from these assessments into practice are essential elements of cultural 
competent systems. 
(Bureau of Primary Health Care, Department of Health and Human Services, 1997 as 
cited in Lonner & Kone, 2000, p. 5-6)  
 
This definition is clear, comprehensive, descriptive, been widely applied, and is 
endorsed by many federal agencies. Moreover, as this study will investigate behavior at the 
organizational and individual levels, this definition is elaborate enough to describe elements 
of cultural competence that organizations should strive to include.     
 
Defining Organizational Cultural Competence 
 Organizational cultural competence is defined as “culturally-competent relationships 
within and among health-care plans, provider organizations, and the cultures and 
communities they serve” (Lonner & Kone, 2000, p.6). It is cultural competence at the 
organizational level, the structures that have been put into place in the organization, the 
training and awareness that the staff at the organization have undergone as well as other 
activities, programs and elements that the organization has laid out to be culturally-
competent to serve its client population. 
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In trying to achieve organizational cultural competence, the structures of the 
healthcare system as well as its leadership and staff have to be addressed simultaneously. It is 
not enough to have culturally-competent healthcare providers embedded within an 
organization that has not taken steps towards being culturally-competent. Neither is it enough 
for an organization to be culturally-competent when its providers are not.   
How does an organization become ‘culturally-competent?’ According to Lonner & 
Krone (2000), it is impossible to achieve true cultural competence, which is to “bridge the 
cultural gaps between providers and clients, between cultures, between cultural communities 
and between languages” (p.7). It is difficult to bridge the gap between providers and clients 
as healthcare providers are trained in the western biomedical paradigm and also hold 
different social hierarchical positions in society than their clients.  A provider’s personal 
attributes such as personality and experience also impact the way they interact with their 
clients.  
 Since it is impossible and also extremely daunting for organizations to strive for true 
cultural competency, Dawson (1996) suggests the following goal for cultural competency:       
 
The goal is not to become an expert in every culture or to develop cultural 
stereotypes, but to develop an awareness of potential cultural differences and an 
appreciation for the impact that these may have on a clinical interaction. This 
awareness will result in increased sensitivity and willingness to explore these issues 
with individual patients. 
(Dawson, 1996 as cited in Lonner & Kone, 2000, p. 7) 
 
Rationale for Striving to Achieve Cultural Competency in Healthcare 
 Cultural competency in healthcare has been identified as a key tool for addressing the 
needs of clients and their families from diverse ethnic, linguistic and cultural groups so as to 
address health disparities (Cohen & Goode, 1999). However, cultural competency in 
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healthcare is a relatively new concept and research is needed to understand the importance of 
cultural competency in healthcare. 
 A review of the literature on cultural competency in healthcare revealed a few studies 
that provided models of cultural competency in healthcare organizations. Betancourt and 
colleagues (2002) interviewed 37 key informants from academic, government, managed care 
and community health care organizations who were experts on cultural competency and 
conducted site visits to model practices. The interviews centered on defining cultural 
competence, identifying key components of cultural competence and models of cultural 
competent care. Recommendations from this study include three types of cultural 
competence to be achieved. First, the importance of organizational cultural competence is to 
promote ethnic diversity among healthcare leadership and healthcare providers. Second, 
systemic cultural competence (e.g. the structures of the health care system) is essential and 
includes components such as conducting community needs assessment, implementing patient 
feedback systems, as well as developing culturally and linguistically appropriate health 
education materials and programs. Finally, clinical cultural competence refers to healthcare 
providers who have an awareness of the cultural factors that impact on health beliefs and 
behavior and empowering patients to be active in their healthcare visits. 
 Lonner and Kone (2000) conducted a qualitative study to understand culturally-
competent care and service among Medicaid managed care organizations by interviewing 
154 key informants among healthcare leadership, administrators, providers, and researchers 
as well as conducting document reviews (e.g. reviews of annual reports, policy and 
procedures manuals, and organizations’ mission statement). The study reported that 
clinicians saw cultural competence as a personal journey to understand and learn about 
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effective strategies that can provide quality care for their patients. Administrators and staff 
saw cultural competence as a way to treat and respect their Medicaid clients.  Medicaid plans 
and provider organizations saw cultural competence as a way of retaining their clients in 
preventive care while clients saw cultural competence as a way of being treated in a 
respectful and effective manner. This study advocated for the use of cultural competency in 
Medicaid managed care organizations and specified that organizations can achieve cultural 
competence through vision and determination. Some of the cultural competency techniques 
include the importance of having an organizational mission statement that addresses cultural 
competence, placing the responsibility of cultural competence to all staff in the management 
of and delivery of care in the organization, breaking down racial and ethnic stereotypes of 
clients, providing training for providers on cultural competency, as well as collecting data, 
bridging language and cultural gaps between provider and patient, building a middle ground 
for provider and client for both to negotiate how the client be treated, and evaluating the 
organization’s efforts in cultural competency so as to improve on their efforts. Finally, the 
study also reported the need for policy and specific strategies as a starting guide for 
organizations to become culturally-competent as putting theory into practice is extremely 
daunting (Lonner & Kone, 2000). 
 The National Center for Cultural Competency (NCC) has proposed six major reasons 
why cultural competence should be incorporated into organization policy, structures and 
practices (Cohen & Goode, 1999): 
1. There is a need to respond to the challenges that ethnically and linguistically diverse 
groups bring to the healthcare system as the demographics of the United States are 
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changing and there are significant increases in minority and foreign-born populations 
(U.S. Department of Health and Human Services, Office of Minority Health, 2001).   
2. There are continuing health disparities among ethnic minority populations.  Failure to 
provide culturally-competent healthcare services is one of the contributing factors to 
health disparities.   
3. There is a need to deliver high-quality, effective and cost efficient healthcare services 
so as to attract and also retain clients (Lonner & Kone, 2000).  Hence, healthcare 
providers have to understand cultural (including linguistic) factors that play into the 
client’s perspective to health, sickness and healing so as to provide services that are 
congruent to the client’s perspectives.   
4. There are legislative, regulatory and accreditation mandates in providing culturally-
competent healthcare services.   
5. Cultural competency is needed to gain a competitive edge in the market place so as to 
not only increase access to care but also to increase client satisfaction leading to 
increased retention.   
6. The awareness of cultural differences and better communication with clients has been 
shown to decrease the likelihood of liability and malpractice claims.   
In light of the importance of cultural competency in healthcare to address the needs of 
ethnically and linguistically diverse clients in the healthcare system, legislative mandates and 
policy recommendations for the use of cultural competency have been introduced. I shall 
discuss these in the next section. 
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Legislative Mandates and Policy Recommendations for the Use of Cultural Competency 
in Healthcare 
 
Title VI Prohibition against National Origin Discrimination As It Affects Persons with 
Limited English Proficiency 
 
In the United States, English is the dominant language. However, the 2000 census 
reported that 39.5% of all Asians aged five and over did not speak English “very well” (U.S. 
Census Bureau, 2004). The figures were higher for the Chinese population (the largest Asian 
ethnic group), with half of all Chinese (49.6%) aged five and above not speaking English 
“very well.” These figures were even higher among the Vietnamese (62.4%), Korean 
(50.5%), Cambodian (53.5%), Hmong (58.6%), and Laotian (52.8%).   
Those who have “limited English Proficiency” (LEP) have been defined as persons 
who “do not speak English as their primary language and who have a limited ability to read, 
write, speak or understand English” (Office for Civil Rights, 2003, p. 47313). Because of 
their limited English proficiency, LEP persons face many difficulties accessing the health 
care system such as being turned away or experiencing delays of service, not getting accurate 
or complete information about their care, having to provide their own interpreters, sometimes 
even relying on their minor children or strangers they meet at the waiting room to discuss 
health issues with health care providers (Office for Civil Rights, 2003). The consequences of 
these difficult circumstances for LEP persons can be quite severe to the point where 
embarrassment and frustration with the health care system can lead to noncompliance of 
treatment and for some, even lead to life threatening conditions. Hence, to ensure equal 
access for LEP persons to federally assisted programs, Section 601 of Title VI of the Civil 
Rights Act of 1964, 42 U.S.C. Section 2000d et. seq. states that: 
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No person in the United States shall on the ground of race, color or national origin, be 
excluded from participation in, be denied the benefits of, or be subjected to 
discrimination under any program or activity receiving Federal financial assistance. 
(Office for Civil Rights, 2003, p. 47311-47312)  
 
The Office for Civil Rights (OCR) has required that all agencies that receive federal 
financial assistance from the Department of Health and Human Services directly or 
indirectly, even through grants or sub-contracts, be covered by the above act and is obliged to 
offer language assistance necessary to ensure access to these programs to LEP persons, at no 
cost. As the NBCCEDP receives federal financial assistance, Title VI applies to the 
NBCCEDP.   
There are basically four main elements that the OCR has outlined for Title VI 
compliance (Office for Civil Rights, 2000). The first element is to conduct an assessment of 
the language needs of the population that is being served. The second element is to develop a 
comprehensive written policy on language access to identify and provide suitable oral 
language interpretation, written materials to be translated as well as finding effective 
methods to provide notices to LEP persons that they have a right to language assistance and 
the types of language assistance available which are free of charge. Thirdly, staff training is 
important to allow staff to understand policies related to Title VI so that they are capable of 
carrying out the policies. Finally, monitoring the language assistance program is crucial to 
ensure that LEP persons have significant access to programs.   
 
National Standards for Culturally and Linguistically Appropriate Services (CLAS)   
Noting the importance of cultural competence in healthcare, there is guidance from 
the Office of Minority Health, U.S. Department of Health and Human Services which 
released a set of 14 standards for culturally and linguistically appropriate services (CLAS) in 
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its final report in March 2001 (U.S. Department of Health and Human Services, Office of 
Minority Health, 2001). These new standards provide important direction to organizations 
and accrediting agencies to focus on common interpretations and expectations of cultural 
competency.  
In this report, the Office of Minority Health has provided guidelines as to how the 
CLAS standards should be adopted under these three categories: 1) mandates (these are 
current Federal requirements for all recipients of Federal funds); 2) guidelines (these are 
recommended by the Office of Minority Health for adoption as mandates by Federal, State 
and national accrediting agencies); 3) recommendations (these are suggested by the Office of 
Minority Health for voluntary adoption by health care organizations). The CLAS standards 
are summarized in Table 9. 
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Table 9.  National Standards for Culturally and Linguistically Appropriate Services 
(CLAS) in Healthcare 
 
Standards Type of 
Standard 
1. Health care organizations should ensure that patients/consumers receive from 
all staff members effective, understandable, and respectful care that is provided 
in a manner compatible with their cultural health beliefs and practices and 
preferred language 
Guidelines* 
2. Health care organizations should implement strategies to recruit, retain, and 
promote at all levels of the organization a diverse staff and leadership that are 
representative of the demographic characteristics of the service area 
Guidelines* 
3. Health care organizations should ensure that staff at all levels and across all 
disciplines receive ongoing education and training in culturally and 
linguistically appropriate service delivery 
Guidelines* 
4. Health care organizations must offer and provide language assistance services, 
including bilingual staff and interpreter services, at no cost to each 
patient/consumer with limited English proficiency at all points of contact, in a 
timely manner during all hours of operation 
Mandates+ 
5. Health care organizations must provide to patients/consumers in their preferred 
language both verbal offers and written notices informing them of their right to 
receive language assistance services 
Mandates+ 
6. Health care organizations must assure the competence of language assistance 
provided to limited English proficient patients/consumers by interpreters and 
bilingual staff.  Family and friends should not be used to provide interpretation 
services (except on request by the patient/consumer) 
Mandates+ 
7. Health care organizations must make available easily understood patient-
related materials and post signage in the languages of the commonly 
encountered groups and/or groups represented in the service area 
Mandates+ 
8. Health care organizations should develop, implement, and promote a written 
strategic plan that outlines clear goals, operational plans, and management 
accountability/oversight mechanisms to provide culturally and linguistically 
appropriate services 
Guidelines* 
9. Health care organizations should conduct initial and ongoing organizational 
self-assessments of CLAS-related activities and are encouraged to integrate 
cultural and linguistic competence-related measures into their internal audits, 
performance improvement programs, patient satisfaction assessments, and 
outcomes-based evaluations 
Guidelines* 
10. Health care organizations should ensure that data on the individual 
patient’s/consumer’s race, ethnicity, and spoken and written language are 
collected in health records, integrated into the organization’s management 
information systems, and periodically updated 
Guidelines* 
11. Health care organizations should maintain a current demographic cultural, and 
epidemiological profile of the community as well as a needs assessment to 
accurately plan for and implement services that respond to the cultural and 
linguistic characteristics of the service area 
Guidelines* 
12. Health care organizations should develop participatory, collaborative 
partnerships with communities and utilize a variety of formal and informal 
mechanisms to facilitate community and patient/consumer involvement in 
designing and implementing CLAS-related activities 
Guidelines* 
13. Health care organizations should ensure that conflict and grievance resolution 
processes are culturally and linguistically sensitive and capable of identifying, 
preventing, and resolving cross-cultural conflicts or complaints by 
patients/consumers 
Guidelines* 
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Standards Type of 
Standard 
14. Health care organizations are encouraged to regularly make available to the 
public information about their progress and successful innovations in 
implementing the CLAS standards and to provide public notice in their 
communities about the availability of this information 
Recommendations^ 
+ Mandates: Current Federal requirements for all recipients of Federal funds 
* Guidelines: Recommended by Office of Minority Health for adoption as mandates by Federal, State and 
national accrediting agencies 
^ Recommendations: Suggested by Office of Minority Health for voluntary adoption by health care 
organizations 
Source: (U.S. Department of Health and Human Services, Office of Minority Health, 2001) 
 
In summary, cultural competency in healthcare is essential and national standards 
have been promulgated to address these issues. When cultural competency is incorporated 
into breast and cervical cancer screening programs, Asian American women are likely to feel 
comfortable in accessing and utilizing screening programs. Thus, the proposed evaluation of 
the NBCCEDP sought to uncover the extent to which cultural competency was utilized and 
to reveal cultural competency strategies that have been effective in recruiting and retaining 
Asian American women into the NBCCEDP. From the literature review, a conceptual 
framework was developed to guide this evaluation and is presented in the next section.   
CHAPTER 3: 
CONCEPTUAL FRAMEWORK AND RESEARCH QUESTIONS 
 
A cultural competency framework is the conceptual framework that will guide this 
national evaluation effort. This framework clarifies how organizations can bridge the gap 
between staff and clients, addressing the needs of low income Asian American women so as 
to overcome cultural and linguistic barriers to accessing the NBCCEDP. In this chapter, the 
components of the cultural competency framework will be described, as well as the research 
questions that directed the study. 
 
Cultural Competency Conceptual Framework 
A conceptual framework for increasing access to breast and cervical cancer screening 
for Asian American women through cultural competency is shown in Figure 4. This 
framework clarifies how organizations can bridge the gap between staff and clients, 
addressing the needs of low income Asian American women so as to overcome cultural and 
linguistic barriers to accessing the NBCCEDP.  The cultural competency conceptual 
framework was developed primarily by reviewing and incorporating the National Standards 
for Culturally and Linguistically Appropriate Services (U.S. Department of Health and 
Human Services, Office of Minority Health, 2001) and adapting the conceptual model by 
Brach and Fraser (2000) with the Agency for Healthcare Research and Quality. Brach and 
Fraser’s (2000) work describes competency strategies that have the potential to reduce health
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disparities and also offer a conceptual model that charts how these cultural competency 
strategies can potentially improve health outcomes in serving ethnic minorities. Brach and 
Fraser’s (2000) conceptual model consists of the following nine cultural competency 
strategies: 
1. Interpreter services 
2. Recruitment and retention of minority staff 
3. Training (cultural competency training programs) 
4. Coordinating with traditional healers 
5. Use of community health workers 
6. Cultural competent health promotion (e.g. interventions, campaigns) 
7. Including family and/or community members 
8. Immersion into another culture (so as to overcome ethnocentrism) 
9. Administrative and organizational accommodations (e.g. clinic locations, hours of 
operation) 
Brach and Fraser’s (2000) conceptual model was adapted and modified for this 
evaluation study to guide the development of the evaluation questions, survey instruments, 
the data analysis and the reporting of results and recommendations.  The conceptual 
framework (Figure 4) that was created to guide this evaluation lists key cultural competency 
strategies that will be important to assess in an evaluation of the recruitment/retention 
strategies for Asian American women in the NBCCEDP.  The conceptual framework shows 
how these hypothesized cultural competency strategies can potentially increase recruitment 
and retention strategies among Asian American women in the NBCCEDP.  Specifically, in 
this national evaluation, we attempted to find out which cultural competency strategies 
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NBCCEDP programs were using; how they were using the strategies and whether those 
strategies were useful when recruiting eligible Asian American women into the breast and 
cervical cancer screening process.  
The conceptual framework developed for this evaluation consists of 10 cultural 
competency strategies. In reviewing Brach and Fraser’s (2000) nine cultural competency 
strategies, the conceptual framework developed for this evaluation utilized eight of the nine 
strategies. The only strategy that was not used from Brach and Fraser’s (2000) model was 
“immersion into another culture.” This strategy was omitted as it was not clear how 
healthcare providers could effectively immerse themselves into another culture so as to 
increase cultural awareness and integrate cultural beliefs into their health care practices. 
Brach and Fraser’s (2000) article did not include how this strategy could be operationalized 
and how best to go about immersing oneself into another culture. Because of this ambiguity 
on how to operationalize the strategy and also how to go about evaluating this strategy, the 
strategy on “immersion into another culture” was not added to this study’s framework. Also 
the following two strategies that were not listed in Brach and Fraser’s (2000) model were 
added to this study’s conceptual framework: “Conduct demographic profile and assessment 
of needs, strengths and assets of the client population” and “Develop partnerships with 
communities/community organizations.” These two strategies were added to the current 
framework as their importance was emphasized in the National Standards for Culturally and 
Linguistically Appropriate Services (U.S. Department of Health and Human Services, Office 
of Minority Health, 2001). Each of these ten cultural competency strategies is explained in 
detail in the pages that follow. The framework will be revisited after reviewing the findings 
of this evaluation and finalized at the end of this dissertation.
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Figure 4. A conceptual framework* to show how the use of cultural competency strategies can increase
recruitment and retention of Asian American women in the NBCCEDP
Cultural Competency
Strategies
1. Conduct demographic
profile and assessment of
needs, strengths and assets
of the client population
2. Develop linguistic
competence
3. Use lay health advisors
4. Provide culturally and
linguistically appropriate
health education
materials/strategies
5. Develop partnerships with
communities/community
organizations
6. Include family/community
members
7. Facilitate learning between
providers and community
8. Coordinate with
practitioners of traditional
medicine
9. Develop policies to recruit
and retain culturally
diverse staff
10. Incorporate administrative
and organizational
strategies
Hypothesized Changes in
Client Behavior
• Improved communication
• Increased trust
• Reduced misperceptions
about healthcare
organizations and
providers
• Increased perceived
benefits to get screening
• Reduced perceived barriers
to get screening
Hypothesized Provision
of Culturally-
competent Services
• Client / community
education
• Breast/cervical
cancer screening
services
Hypothesized
Improved
Outcomes
• Increase
recruitment
and retention
of breast and
cervical
cancer
screening
among Asian
American
women in the
NBCCEDP
Hypothesized Changes in
Provider Behavior
• Improved communication
• Increased respect for
clients
• Changed misperceptions
about breast and cervical
cancer and Asian American
women
• Expanded understanding of
client’s cultural behaviors
and environment
• Knowledge of client’s
unique needs
Hypothesized Use of
Culturally-competent
Cancer Screening
Services for Asian
American Women
* Adapted from Brach and Fraser’s (2000) Conceptual framework of
How Nine Cultural Competency Techniques Could Reduce Health
Disparities.
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Cultural Competency Strategies 
There are ten cultural competency strategies outlined in the conceptual framework 
shown in Figure 4. A description of these ten cultural competency strategies as well as how 
they are consistent with the National Culturally and Linguistically Appropriate (CLAS) 
standards (U.S. Department of Health and Human Services, Office of Minority Health, 2001) 
are discussed below: 
 
1.  Conduct demographic profile and assess the needs, strengths and assets of the client 
population – Understanding basic information such as the ethnic distribution and spoken and 
written languages of the client population allows for appropriate planning to meet the cultural 
and linguistic needs of this population. Such a needs assessment can then be used to develop 
the other cultural competency strategies that have been outlined in this conceptual framework 
and in planning recruitment and retention programs. A variety of sources can be utilized to 
gather demographic information such as the census, county and state health reports, data 
from community agencies and organizations, patient health records, and surveys (U.S. 
Department of Health and Human Services, Office of Minority Health, 2001). This strategy 
is consistent with the National Culturally and Linguistically Appropriate Services (CLAS) 
Standards 1, 10 and 11 (U.S. Department of Health and Human Services, Office of Minority 
Health, 2001). 
 
2.  Develop linguistic competence - Linguistic competence is essential to improving 
communication between providers and clients. Providing language assistance to clients with 
limited English proficiency is also mandated by Title VI of the Civil Rights Act 1964 as it 
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relates to the prohibition against national origin discrimination. Linguistic competence can be 
achieved primarily through providing a variety of interpreter services, hiring bilingual staff, 
translating written materials into relevant languages, and training lay health advisors and 
other community volunteers. There are many different types of interpreter services that can 
be offered, such as 1) the use of trained or untrained, full-time, part-time, or on-call 
interpreters depending on the demand for a particular language as well as how much a health 
facility can afford; 2) telephone interpretation (also known as remote consecutive 
interpretation) which can be used when it will take too long for an interpreter to arrive or 
when the language requested is rare; 3) utilizing employee language banks which can be used 
as an effective back-up strategy where employees who can speak other languages may be 
called upon as interpreters when the need arises (Diversity Rx, 2000). This strategy is 
consistent with CLAS Standards 1, 4, 5, 6 and 7 (U.S. Department of Health and Human 
Services, Office of Minority Health, 2001). 
 
3.  Use lay health advisors - Training lay people in health promotion and disease prevention 
have been used to reach out to other members of the same community. Other names that have 
been used in conjunction with lay health advisors are natural helpers, peer educators and 
community health workers. Because they are part of the community, and receive special 
training, lay health advisors act as a bridge between the health care system and the 
community. Ideally, lay health advisors are well respected members of their community and 
have a natural helper disposition, which allows community members to easily approach them 
for advice and also to value the advice they are given (Eng et al., 1997). They assist with not 
only providing advice but also emotional and instrumental help such as helping people to 
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navigate the healthcare system, raising awareness of breast and cervical cancer, offering rides 
to the health center, accompanying women to receive mammograms and explaining what the 
Pap test procedure is like. Use of LHAs is in consistent with National CLAS Standards 1 and 
12 (U.S. Department of Health and Human Services, Office of Minority Health, 2001). 
 
4.  Provide culturally and linguistically appropriate health education 
materials/strategies – It is not sufficient to translate health education materials directly from 
English into the different Asian languages. It also is important to address culturally specific 
attitudes and values towards breast and cervical cancer. In trying to target an organization’s 
client population, it is essential to understand the client population’s demographics such as 
language preferences, literacy levels and age so as to plan appropriate health education 
messages, materials and channels for reaching the target population. This strategy is 
consistent with National CLAS Standards 1 and 7 (U.S. Department of Health and Human 
Services, Office of Minority Health, 2001).   
 
5.  Develop partnerships with communities/community organizations – Partnering with 
the local community and with community agencies allow linkages to be established between 
the healthcare system and the target community. This two way exchange not only allows the 
American healthcare system entry into ethnic minority communities and their culture, but it 
also allows members of these communities to become familiar with the healthcare system 
through increased communication and familiarity, which in turn, improves trust and 
understanding. This strategy is consistent with National CLAS Standards 1, 12 and 14 (U.S. 
Department of Health and Human Services, Office of Minority Health, 2001).   
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6.  Include family/community members – In western society, the code of ethics that guides 
a person’s everyday personal conduct is based on the rights of a person (Kleinman, 1978) and 
hence patient autonomy is at the core of western biomedicine. This is not the case, however, 
in other societies like the Chinese, where cultural norms emphasize not the rights of the 
individual but the responsibility of the family (and to a lesser extent the community) in 
nurturing the person. Many minority groups (including Asians) in the U.S. have a family 
centered structure where they believe that family members should be part of the decision 
making process in healthcare (Brach & Fraser, 2000). Involving family and community 
members can encourage and support women seeking screening services. This strategy is 
consistent with National CLAS Standards 1 and 12 (U.S. Department of Health and Human 
Services, Office of Minority Health, 2001). 
 
7.  Facilitate learning between providers and community – Create learning opportunities 
for providers and community members to learn about each other’s cultures and communities. 
For providers, this can be done in a variety of ways including cultural competency training. 
Training can occur in a variety of ways such as through an orientation for new staff or 
network partners, in-service training, through continuing education programs or through the 
distribution of educational materials on cultural competency (Brach & Fraser, 2000). The 
training can focus on a range of topics including how to work with clients from different 
cultures, how to work with interpreters, the effects of cultural differences on health 
promotion and disease prevention and increasing the understanding of a specific ethnic 
group, as well as the strategies to overcome cultural conflicts between staff and clients 
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(Brach & Fraser, 2000; U.S. Department of Health and Human Services, Office of Minority 
Health, 2001). Providers can also create learning opportunities for community members to 
learn about their culture. For example, this can be done by having a health fair at the health 
center or by offering free health education seminars on different topics. This strategy is 
consistent with National CLAS Standard 1, 3 and 14 (U.S. Department of Health and Human 
Services, Office of Minority Health, 2001). 
 
8.  Coordinate with practitioners of traditional medicine - Traditional medicine refers to 
the medical system not based on the western biomedical model (also referred to as western 
medicine). Examples of traditional medicine include Chinese herbal medicine, acupuncture, 
foot refloxology, ayurvedic medicine, spiritual/mental healers and other herbal medicine. 
Traditional medicine is used together with the American healthcare system among the Asian 
population such as the Chinese, Hmong, Malay and Indian (Fadiman, 1997; Ma, 1999). 
Often, providers do not know that their clients are also receiving treatment from practitioners 
of traditional medicine. To lessen conflicts and to bridge cultural and language gaps, 
coordinating with practitioners of traditional medicine such as Chinese medicine practitioners 
and herbalists can be initialized (Diversity Rx, 2000). The first step in coordinating with 
practitioners of traditional medicine is to increase awareness among providers about the type 
of healers that exist and how they are used by clients (Brach & Fraser, 2000). Making 
connections with local healers and learning about their practice and treatment methods can 
help providers in the conventional (bio-medical) healthcare system understand their clients 
better. More advanced coordination activities include the development of reciprocal referrals 
between practitioners of traditional medicine and the conventional healthcare system, direct 
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collaboration with practitioners of traditional medicine and the incorporation of traditional 
medicine practitioners into the conventional healthcare system (Brach & Fraser, 2000). This 
strategy is consistent with National CLAS Standards 1 and 12 (U.S. Department of Health 
and Human Services, Office of Minority Health, 2001). 
 
9.  Develop policies to recruit and retain culturally diverse staff - Hiring staff that 
represent the linguistic and cultural diversity of the client population helps to bridge cultural 
and language gaps. However, these staff may hold different social and class positions than 
their clients. Nevertheless, hiring culturally diverse staff at all levels of the organization, 
from clinical staff, support staff, administrative staff as well as senior level management, can 
be crucial in considering the needs of the client. Strategies to recruit and retain culturally 
diverse staff include mentoring these staff by senior staff, adopting affirmative action 
programs aimed at hiring employees who match the race and ethnicity of the patient 
population, providing higher salaries for bilingual staff to acknowledge and value their 
language skills, as well as creating a welcoming environment in the organization for 
culturally diverse staff (Brach & Fraser, 2000). This strategy is consistent with National 
CLAS Standards 1 and 2 (U.S. Department of Health and Human Services, Office of 
Minority Health, 2001) 
 
10.  Incorporate administrative and organizational strategies – Administrative and 
organizational changes are greatly encouraged to increase access for clients to utilize the 
healthcare system (Brach & Fraser, 2000). Some of these strategies include expanding clinic 
hours, having mobile screening vans go to target neighborhoods, developing multilingual 
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signage in the clinic, making hotlines and appointment lines available in different languages, 
developing a transportation system for those with no access to public transportation, locating 
clinics in easily accessible locations and assessing levels of clients’ satisfaction. This strategy 
is consistent with National CLAS Standards 1, 4, 5, 6 and 7, 8, 9, 10, 11, and 13 (U.S. 
Department of Health and Human Services, Office of Minority Health, 2001). 
 
Research Questions 
A multi-phase evaluation study using the utilization focused evaluation approach was 
employed in this study to evaluate recruitment and retention strategies among Asian 
American women in the NBCCEDP. The literature review and cultural competency 
principles have been used to guide the following research questions. The evaluation 
questions for each of the three aims are described below: 
 
Overall Aim: To assess current strategies and provide recommendations for improving 
recruitment, retention and delivery of services to Asian American women in the NBCCEDP, 
using a cultural competency framework. 
 
Aim 1: To assess and recommend strategies for recruiting Asian American women in 
the NBCCEDP 
1.1) Which program personnel conduct recruitment programs for Asian American women? 
1.2 ) What are current recruitment strategies for Asian American women in the NBCCEDP? 
1.3 ) What challenges exist when recruiting Asian American women into the NBCCEDP? 
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1.4) What do program staff and Asian American women believe are components of effective 
recruitment strategies? 
1.5) What are recommendations for recruitment strategies? 
 
Aim 2: To assess and recommend strategies for retaining Asian American women in the 
NBCCEDP 
2.1) Which program personnel conduct retention programs for Asian American women? 
2.2) What are current retention strategies for Asian American women in the NBCCEDP? 
2.3) What challenges exist when trying to retain Asian American women in the NBCCEDP? 
2.4) What do program staff and Asian American women believe are components of effective 
retention strategies? 
2.5) What are recommendations for retention strategies?  
 
Aim 3: To assess and recommend strategies for providing screening services (service 
delivery) Asian American women in the NBCCEDP 
3.1) What are challenges to service delivery that program staff face? 
3.2) What are challenges that Asian American NBCCEDP participants face when accessing 
screening services? 
3.3) What types of services are offered to Asian American women to address cultural and 
linguistic barriers? 
 3.4) What do program staff and Asian American women believe are components of effective 
service delivery? 
3.5) What are recommendations for service delivery?
CHAPTER 4: 
METHODS 
 
This study aimed to assess current strategies and to develop recommendations for 
improvement used to recruit, retain and deliver services to Asian American women in the 
NBCCEDP using a cultural competency framework. This chapter will outline the 
methodology that was used to answer the evaluation questions as well as the evaluation 
process. The evaluation study was first conceptualized in 2001 with support and direction 
from the American Cancer Society and the Centers for Disease Control and Prevention. Data 
collection for this study started with pre-testing the data collection instruments in April 2003, 
while the actual data collection phase lasted from September 2003 to June 2004. A detailed 
description of the timeline for the evaluation study is available in Appendix 3. 
 
Utilization Focused Evaluation (UFE) 
Patton’s (1997) utilization focused evaluation (UFE) was used to guide this 
evaluation project. The UFE was used to guide this evaluation process because this 
evaluation is part of the Collaborative Evaluation Fellows Project (CEFP) which specifically 
promotes the use of UFE in evaluating projects.  
The CEFP, created in 1995 and implemented in 1997, is administered by the 
American Cancer Society (ACS) with an initial grant from the Robert W. Woodruff 
Foundation (Compton, Glover-Kudon, Avery, & Morris, 2001). The CEFP model was
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created as a response to limited resources within the ACS for conducting program 
evaluations. Using students and faculty from schools of public health to conduct these 
program evaluations based on the UFE, the CEFP not only provided an avenue for programs 
within the ACS to be evaluated but also provided students with practical experience to 
conduct evaluations, thus building evaluation capacity among students. The incentives for 
students in the CEFP is not only that they will learn about the ACS and its role in cancer 
control, but also allow students to use the evaluation study for theses/dissertations and bring 
the evaluation practice experience with them in their future jobs in public health (Compton et 
al., 2001). In contrast to previous CEFP projects which evaluated only ACS programs, this 
project was different as the collaboration was between the ACS, CDC and the University of 
North Carolina, School of Public Health and the project to be evaluated was a CDC program. 
This CEFP evaluation study is funded and supported by the American Cancer Society (ACS) 
and the Centers for Disease Control and Prevention (CDC). 
The CEFP is based on three conceptual frameworks: Patton’s (1997) UFE, evaluative 
inquiry for learning in organizations (Himmelman, 1994) and collaboration for a change 
(Preskill & Torres, 1999). These conceptual frameworks were chosen to reflect the 
democratic, collaborative, participatory and learning nature of the CEFP (Preskill, Compton, 
Baizerman, & Smith, 2001). Specifically, the UFE was chosen as an evaluation approach to 
be adopted by the CEFP for many reasons besides being consistent with The Program 
Evaluation Standards as will be discussed below. Other reasons include the need for utilizing 
a participatory approach (e.g. all stakeholders are involved in all aspects of the evaluation 
process) so as to increase ownership and to include the important voices of program 
participants (e.g. the underserved population). In addition, UFE approaches increase the 
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likelihood for the evaluation results to be utilized, allowing ACS staff to learn from the 
evaluation process, developing a common evaluation definition within ACS. Also, the UFE 
is an evaluation approach that is grounded in reality (Preskill et al., 2001). In the CEFP, the 
UFE is used to develop a 15 step process (Appendix 4) to guide all partners in the 
collaboration in operationalizing these steps throughout the evaluation process to achieve the 
effectiveness of the study.  
The UFE conforms to The Program Evaluation Standards published by the Joint 
Committee on Standards for Educational Evaluation (The Joint Committee on Standards for 
Educational Evaluation, 1994). These standards are important because they have been 
adopted by the evaluation profession as the working philosophy for evaluations to be 
conducted in a useful, feasible, ethical and sound manner (The Joint Committee on Standards 
for Educational Evaluation, 1994). For evaluations results and recommendations to be 
credible, and the evaluation to be conducted in a professional manner, it is crucial that the 
design of this evaluation study take into consideration the 30 standards which are categorized 
into the following four groups – utility, feasibility, propriety and accuracy. A summary of 
these 30 program evaluation standards are listed in Appendix 5. 
 
Focus of UFE 
 The focus of Utilization Focused Evaluation (UFE) is on “intended use by intended 
users” (Patton, 1997).  One problem that evaluation studies typically encounter is that 
evaluation results are underutilized and do not impact programs significantly as the following 
quote would attest: “there is a gap between the world of research and the world of routine 
organizational practice, regardless of the field” (Havelock, 1980; Patton, 1997). The aim of 
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UFE is to eliminate that gap by involving stakeholders (e.g. people who have a vested 
interest in the evaluation findings) from the conceptualization of the study right through to 
the discussion of the plan of action based on the evaluation findings.  
Identifying the primary intended users of the evaluation results as well as the 
intended uses of the results are crucial first steps in UFE so that there is a plan for how the 
evaluation results will be utilized once analyzed. The intended users of the evaluation results 
for this study are: 
 
a) NBCCEDP program administrators at national, state and local levels, CDC managers, 
state health departments and representatives from the American Cancer Society and other 
partner organizations who work with Asian American women to recruit and retain them 
in the NBCCEDP. 
b) Other non-NBCCEDP cancer prevention programs at state health departments, hospitals, 
and NBCCEDP partners who recruit and retain Asian American women for various 
public health interventions. 
 
Working with the primary intended users from the conceptualization of this 
evaluation is aimed not only at making the evaluation findings useful and relevant but also 
allows them to participate fully in the evaluation process.   
Results from this study have a number of policy and practice implications. The 
primary and secondary intended uses of the evaluation results are summarized below:  
 
87
Primary intended uses:  
• To identify and promote the use of innovative and effective recruitment and retention 
strategies for Asian American women into the NBCCEDP. 
• To understand aspects of service delivery that may influence recruitment and 
retention of Asian American women. 
• To inform future program and policy decisions regarding recruitment, retention and 
delivery of services to Asian American women in the NBCCEDP. 
 
Secondary intended uses: 
• To provide technical assistance to state health departments and other NBCCEDP 
program administrators/service providers on recruitment and retention strategies for 
Asian American women. 
• To build knowledge, skills and expertise for reducing health disparities for Asian 
American women. 
• To provide evidence that will stimulate the availability of funding for programs to 
recruit/retain Asian American women in the NBCCEDP. 
• To allow participating organizations to self evaluate their recruitment and retention 
strategies for Asian American women. 
• To assist national and state health departments or other funding agencies who are 
responsible for creating evidence based grants and contracts that will incorporate 
successful recruitment and retention strategies for Asian American women. 
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For the purposes of this study, the collaboration is specifically between ACS, CDC 
and the University of North Carolina, School of Public Health. ACS is the overall 
administrator of the CEFP, while CDC is funding this project to evaluate the recruitment and 
retention strategies of Asian American women to their National Breast and Cervical Early 
Detection Program; the student and faculty who are evaluating this project are from the 
University of North Carolina, School of Public Health. In addition, an advisory group has 
been set up specifically to provide guidance to this study.  
 
Advisory Group 
The participation of the advisory group is central to a successful UFE. The advisory 
group allows members to gain ownership of the evaluation by being involved in the 
evaluation process. The advisory group also ensures that the study design and methods are 
consistent with and conducted according to the program evaluation standards.   
Selection of the Advisory Group members for this evaluation study was made through 
discussions with the three partners in this collaborative study: (1) Division of Cancer Control 
and Prevention, CDC; (2) Division Director of Evaluation Services and the Collaborative 
Evaluation Fellows Program (CEFP), ACS; and (3) the faculty advisor from the University of 
North Carolina (UNC) School of Public Health. The advisory group members were chosen 
for their expertise in the content of the study (e.g. on the NBCCEDP and breast and cervical 
cancer screening among Asian American women) and also the process of the evaluation (e.g. 
on the UFE and holding administrative oversight on the NBCCEDP). The Advisory Group 
members and their organizational affiliations are listed in Appendix 6.   
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The role of the Advisory Group is outlined in Figure 5. The Advisory Group 
participated in the formation and development of the evaluation proposal, reviewed and 
commented on the draft proposal, gave input on the operational feasibility of the evaluation 
methods and suggested modifications to the process. After data collection and analysis, the 
Advisory Group reviewed the draft report which included preliminary findings, and offered 
comments and suggestions for the final report. The Advisory Group may also assist in 
deciding how the recommendations of the evaluation findings will be used. 
 
Figure 5.  Role of the Advisory Group 
Participated in developing evaluation goal, purpose statement, key questions and intended use 
 
Reviewed evaluation proposal and data collection instruments and provided comments 
 
Assisted with the data collection phase 
 
Reviewed draft report and offered feedback 
 
May participate in developing action plan for implementing evaluation recommendation 
 
Qualitative Description as a Method of Inquiry 
 Qualitative methods have been particularly useful in conducting research among 
immigrant populations (Bauer, Rodriguez, Quiroga, & Flores-Ortiz, 2000; Cornelius, 1982). 
Open-ended questions allow participants to tell their story and interact with interviewers in a 
conversation-like manner allowing for the exploration of cultural/social meanings and 
context. Qualitative researcher, Yvonna Lincoln explains: “These social, behavioral, or 
community-oriented aspects of health deserve an inquiry model that takes into account the 
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multiple meanings that individuals may attach to their own care, behaviors, attitudes, and 
practices. Complex behavior and social patterns ought to be investigated using inquiry 
models that allow for the display and consideration of complex interactions” (Lincoln, 1992).   
 In this study, I will use qualitative description as the method of inquiry as it is the 
method most appropriate when “straight descriptions of phenomena are desired” 
(Sandelowski, 2000). This method is useful for studies where the who, what and where of
events are important to investigate. Qualitative description as a method of inquiry differs 
from ethnography, phenomenology, grounded theory and narrative study in that its 
interpretation of descriptions have low-inference, where researchers are more likely to reach 
consensus in the description of an event or experience (Sandelowski, 2000). This is because 
qualitative description is not as interpretative as ethnography, phenomenology, grounded 
theory and narrative study as these other inquiry methods “re-present” events and 
experiences in deeper interpretative depths, where researchers have to move beyond the data 
and read ‘between the lines’. Sandelowski (2000) has lamented the demise of qualitative 
descriptive studies as researchers have instead ‘disguised’ their studies as phenomenology, 
grounded theory, ethnography, or narrative study in an effort to make their studies “more 
than mere description” (p.334).      
 Qualitative descriptive studies are nevertheless a valuable component of qualitative 
research and appropriate for health services research as is the case for this study. Studies 
using qualitative descriptive as a method of inquiry as compared with other qualitative 
methods of inquiry stay closer to their data and present descriptions of events and experience 
in everyday terms (Sandelowski, 2000). Qualitative descriptive researchers aim to provide an 
account of an event/experience that others observing the same event/experience would say is 
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accurate. Interpretive validity is also addressed by these descriptive studies as the 
interpretation of events/experience by researchers would be considered accurate by 
participants. The design features of qualitative descriptive studies (Sandelowski, 2000) have 
been incorporated into the research questions and the research design of this study.  
 
Study Design 
The national evaluation study was conducted in three phases (see Figure 6). With 
each phase, the data collection became increasingly more in-depth. In the first phase, a 
written survey with NBCCEDP program directors in all 50 states was carried out to elicit 
information about the state’s programs and services for Asian American women. In phase 
two, telephone interviews with key NBCCEDP program administrators and service providers 
were conducted to gather more detailed information about their recruitment and retention 
strategies generally, and specifically for Asian American women. In phase three, a collective 
case study approach was employed with site visits, program observations and interviews in 
three states (California, New York and New Jersey). Data collection instruments used for all 
phases were reviewed by advisory group members and pre-tested prior to phase one. A 
detailed timeline in implementing the three phases of the study is available in Appendix 3. 
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Figure 6.  Overview of the three phases of the study 
 
Phase Data collection details Completed surveys/interviews 
 
Phase 1:  Program director’s 
survey 
 
(September 2003 – May 2004) 
Surveys sent out to program 
directors in 50 states by mail.   
41 completed surveys  
(82% response rate) 
 
Phase 2:  Telephone interview 
with service providers/program 
administrators 
 
(December 2003 – October 2004) 
Telephone interviews conducted 
in states with the highest Asian 
population counts, primarily with 
outreach coordinators 
 
28 interviews conducted in 8 
states 
 
Phase 3:  Site visits / interviews 
with Asian American women 
(California, New York and New 
Jersey) 
 
(March – June 2004) 
i) Site visits/observations/ 
interviews with outreach 
coordinators/health department 
personnel 
 
ii) Interviews with Asian 
American women who are 
participants and non-participants 
of the NBCCEDP 
62 interviews were conducted 
with Asian American women  
(40 NBCCEDP participants and 
22 non-NBCCEDP participants) 
 
In the next section, I present the three phases of the study together with the sample 
description, data collection and analysis plan for each phase. First, I will provide some details 
of the pre-testing phase. 
 
Prior to Phase 1:  Pre-Testing of Data Collection Instruments 
 The program director’s survey (Appendix 7) and the program administrator/service 
provider’s interview guide (Appendix 8) were pre-tested with the program director and her 
staff at the NBCCEDP in North Carolina. The Asian American women’s interview guide 
(Appendix 9) was pre-tested in North Carolina with Asian American women similar to those 
eligible for the study. All the surveys and interview guides were revised according to 
comments and feedback. 
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Phase 1:  Written Survey of NBCCEDP Program Directors 
In this phase, NBCCEDP Program directors in all 50 states in the United States were 
invited to complete a written survey to provide national data for the study. Program directors 
were chosen to participate in this phase as they are administratively responsible for the 
NBCCEDP program in their state. Hence they are able to provide information on statewide 
recruitment, retention and service delivery aspects of the NBCCEDP as well as statistics on 
NBCCEDP participants in their state.   
 
Sampling 
Purposeful sampling is the sampling of choice for qualitative descriptive studies 
(Sandelowski, 2000). The rationale for using purposeful sampling is to study information rich 
cases. The NBCCEDP has one state program director in each of the 50 U.S. states. Surveys 
were mailed to all program directors in the 50 states eliciting information about the state’s 
recruitment and retention as well as screening services for Asian American women. There 
were 41 completed surveys mailed back for a response rate of 82%.  
Completed surveys were received from the following 41 states: Alabama, Alaska, 
Arizona, Arkansas, California, Connecticut, Delaware, Florida, Georgia, Illinois, Indiana, 
Iowa, Kansas, Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota, Missouri, 
Nevada, Nebraska, New Hampshire, New Jersey, New York, North Carolina, North Dakota, 
Ohio, Oregon, Pennsylvania, Rhode Island, South Carolina, South Dakota, Tennessee, Texas, 
Utah, Vermont, Virginia, Washington, West Virginia, Wyoming. Refer to Appendix 7 for a 
copy of the survey.    
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Data Collection 
Procedures  
The steps taken to administer the program director’s survey are shown in Figure 7 and 
followed closely Dillman’s (2000) mail survey methodology. 
 
Figure 7.  Steps taken to administer the program director's survey 
 
As CDC is the organization contracting the evaluation as well as the organization that 
is administering the NBCCEDP, a CDC representative first sent a letter of invitation to all 50 
program directors. A few days letter, the UNC researchers mailed the survey and consent 
form (Appendix 7) with a return stamped envelope to the program directors. A thank you and 
reminder postcard was sent out to all program directors two week after the survey and 
consent form were mailed out to thank those who had sent back their surveys and to remind 
those who had not replied to send them in. Each time a survey was received, an email was 
sent to thank the program director who sent it in. A month after the survey was sent out, a 
replacement survey was sent out to those program directors who had not yet responded. This 
was followed up with phone calls and/or emails to program directors to check in on them to 
CDC emailed letter of invitation to all 50 program directors introducing UNC researchers,  
purpose of study and notifying them to expect the survey from the UNC researchers. 
 
UNC researchers mailed survey and consent form to all program directors. 
 
UNC researchers mailed thank you and reminder postcards to all program directors. 
 
UNC researchers mailed a replacement survey to program directors who have not yet responded. 
 
UNC researchers contacted program directors who did not respond by email/phone. 
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see if they had questions or needed more time for the survey. A detailed schedule for how the 
program director’s survey was implemented is available in Appendix 3. 
 
Instrument  
The development of the program director’s survey (Appendix 7) was guided by the 
cultural competency conceptual framework (Figure 4), a review of the literature as well as 
concerns voiced by the advisory group. The questions were first developed with the cultural 
competency strategies (Figure 4) as a guide. The questions were then further expanded to 
include questions related to recruitment, retention and service delivery (see also Table 10). In 
Table 10, the study topics included in each of the three data collection instruments in the 
three phases of the study were integrated. 
The survey components covered the following topics: program infrastructure, 
organizational structure, partnerships, cultural competency training, interpreter services, and 
recruitment, retention and service delivery issues. The advisory group reviewed the survey 
and provided further recommendations for revision. The program director’s survey was 
projected not to take more than 45 minutes to complete and included both closed and open-
ended questions.  Program directors were also asked to provide contact information for 
outreach coordinators and service providers to be interviewed for the second phase of the 
study. 
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Table 10.  Integration of the study topics in the 3 data collection instruments: Program 
director's survey, program administrator/service provider's phone interviews and 
Asian American women's interviews 
 
Study Topic / Sub-Topic Phase 1
P.D. 
Survey* 
Phase 2
P.A./S.P. 
Interview# 
Phase 3
A.A.  
Women 
Interview@ 
Program Infrastructure
• Types of contract organizations 
• Staff recruitment and retention 
• Providing services to culturally diverse populations 
• Ways of sharing successful strategies 
 
X
X
X
X X
Organizational Structure
• Services/Programs offered 
 
X
Partnerships
• Collaborative activities with effective partner organization 
• Effectiveness of working with partnerships 
• Keys to successful collaborations 
 
X
X
X
X
X
X
Traditional Medicine
• Partnerships with traditional medicine practitioners 
(organizational level) 
• Use of traditional medicine and feelings regarding discussing 
use of traditional medicine with providers (individual level) 
 
X X
X
Cultural Competency Training
• Staff involvement in cultural competency training 
• Effectiveness of cultural competency training 
• Barriers to offering cultural competency training 
• Cultural competency training feedback 
 
X
X
X
X
X
X
Recruitment Issues
• Personnel involved in recruiting Asian American women 
• Budget for recruitment efforts 
• Challenges in recruiting Asian American women 
• Strategies for recruiting Asian American women 
• Effective recruitment strategies  
• Lessons learned in recruitment strategies 
• Future recruitment strategies 
• Challenges with trying new recruitment strategies 
• Resources needed to provide better services 
• Access barriers facing Asian American women 
• Steps in developing effective recruitment strategies 
• Differences in recruitment strategies between ethnic groups 
• Differences in recruitment strategies for breast vs. cervical 
cancer screening 
 
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
* Program Director’s Survey 
# Program Administrator/Service Provider’s Telephone Interview 
@ Asian American Women’s Interview 
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Study Topic / Sub-Topic Phase 1
P.D. 
Survey* 
Phase 2
P.A./S.P. 
Interview# 
Phase 3
A.A.  
Women 
Interview@ 
Service Delivery/Interpreter Services
• Provision of interpreter services 
• Types of interpreter services 
• Asian languages provided 
• Effectiveness of interpreter services 
• Barriers to providing interpreter services 
• Challenges faced in providing interpreter services to Asian 
American women 
• Organizational accommodations for Asian American women 
• Lessons learned in providing services 
• Future strategies to providing better service 
• Challenges to trying new strategies to provide better services 
• Resources needed to provide better services 
• Types of health education materials available in Asian 
languages 
• Types of health education materials well received by Asian 
American women 
• Differences in providing services between ethnic groups 
• Difficulties Asian American women face in coming for 
screening 
• Asian American clients and their English literacy and 
understanding levels 
• Experience with making appointments 
• Experience during the screening exam 
 
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
Retention Issues
• Personnel involved in retention efforts 
• Budget for retention efforts 
• Challenges in retaining Asian American women 
• Strategies for retaining Asian American women 
• Effective retention strategies  
• Lessons learned in retention strategies 
• Future retention strategies 
• Challenges in trying new retention strategies 
• Resources needed to provide better services 
• Barriers facing Asian American women 
• Steps in developing effective retention strategies 
• Differences in retention strategies for other ethnic groups 
 
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
Future Plans
• Suggestions for changes in policy/guidelines in serving Asian 
American women 
 
X X X
* Program Director’s Survey 
# Program Administrator/Service Provider’s Telephone Interview 
@ Asian American Women’s Interview 
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Study Topic / Sub-Topic Phase 1
P.D. 
Survey* 
Phase 2
P.A./S.P. 
Interview# 
Phase 3
A.A.  
Women 
Interview@ 
Socio Demographics of Study Participants
• Demographics of study participants 
• Breast and cervical cancer screening history of study 
participants 
 
X
X
Social Support and Beliefs Regarding Screening Services
• People who provide information on screening services 
• Types of support for going for screening services 
• Perceived need for going for screening 
• Motivators to get screened 
• Knowledge of NBCCEDP programs 
 
X
X
X
X
X
* Program Director’s Survey 
# Program Administrator/Service Provider’s Telephone Interview 
@ Asian American Women’s Interview 
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Phase 2:  Telephone Interviews With Program Administrators/Service Providers 
After the program director’s survey was completed in phase 1, telephone interviews 
were conducted with key NBCCEDP program administrators/service providers working with 
Asian American women in the 10 states with the highest Asian American population counts 
based upon Census 2000 (U.S. Census Bureau, 2002a). The 10 states listed by decreasing 
Asian American population size were the following: California, New York, Texas, Hawaii, 
New Jersey, Illinois, Washington, Florida, Virginia and Massachusetts.  Refer to Appendix 8 
for a copy of the survey. 
 
Sampling 
In this phase, purposeful sampling was again used as in the previous phase, so as to 
recruit information rich cases (Sandelowski, 2000; Patton, 1990). Program administrators and 
service providers working with Asian American women in the NBCCEDP programs were 
recruited for this phase. A minimum of 3 key informants from each of the 10 states were to 
be recruited for a total of 30 interviews. Eight of the 10 states responded to participate in 
phase 2 of the study (neither Hawaii nor Massachusetts responded). Therefore, a total of 28 
interviews were conducted. Recruitment for this phase of the study was made primarily 
through referrals from program directors who provided contact information for three key 
informants defined on the basis of the following criteria:  
a) Program administrator working to recruit/retain Asian American women into the 
NBCCEDP program at the state level 
b) Program administrator working to recruit/retain Asian American women into the 
NBCCEDP program at the local level 
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c) Service provider working with Asian American women at NBCCEDP screening 
facilities 
Characteristics of the study participants in this phase are reported in Table 11. In the 
same table, demographic profiles of the organizations where the study participants were 
based in were also reported. In summary, New York was the state where the most number of 
interviews were conducted as there were many programs dedicated to Asian American 
women, especially in New York City.  Also, 71.4% of the program administrators and 
service providers interviewed were local program administrators, most of whom were 
outreach coordinators or were involved in outreach activities working directly with Asian 
American women.  Of those who were interviewed, 64.3% were bilingual in English and in 
one or more Asian languages.  One outreach coordinator was even effectively fluent in 
English, Korean and Spanish.  The majority of the study participants were from health 
departments (28.6%) and community-based organizations (21.4%).  Also, the organizations 
where the study participants were based in served a variety of Asian ethnic groups including 
Chinese (78.6%), Vietnamese (71.4%), Korean (67.9%), Filipino (46.4%), Asian Indian 
(39.3%), Indonesian/Malay (32.1%), Cambodian (28.6%), Laotian (25%), Thai (21.4%), 
Hmong (14.3%) and Japanese (7.1%).          
 
101
Table 11. Characteristics of the study participants from the Program 
Administrator/Service Provider’s Interviews (N=28) 
Characteristic N (%) 
 
States Represented 
Washington 3 (10.7) 
Illinois 3 (10.7) 
Florida 3 (10.7) 
New York 5 (17.9) 
Virginia 2 (7.1) 
Texas 4 (14.3) 
New Jersey 3 (10.7) 
California 5 (17.9) 
 
Organizations Represented 
Health department 8 (28.6) 
Community-based organizations 6 (21.4) 
American cancer society 4 (14.3) 
Health center 4 (14.3) 
Cancer-related organization 3 (10.7) 
Hospital 3 (10.7) 
 
Asian ethnic groups Served  
Chinese 22 (78.6) 
Vietnamese 20 (71.4) 
Filipino 13 (46.4) 
Korean 19 (67.9) 
Cambodian 8 (28.6) 
Hmong 4 (14.3) 
Laotian 7 (25.0) 
Thai 6 (21.4) 
Indonesian/Malay 9 (32.1) 
Asian Indian 11 (39.3) 
Japanese 2 (7.1) 
 
Type of Program Administrator/Service Providers  
State administrator 4 (14.3) 
Local administrator 20 (71.4) 
Service provider at screening facility 4 (14.3) 
 
Number of Years in Job Position 
< 2 years 8 (28.6) 
2 to 5 years 7 (25) 
> 5 years 7 (25) 
Missing 6 (21.4) 
 
Bilingual 
Yes 18 (64.3) 
No 10 (35.7) 
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Data Collection 
Procedures  
The steps taken to administer the program administrator/service provider’s telephone 
interview are shown in Figure 8: 
 
Figure 8.  Steps taken to administer the program administrator/service provider's 
interview 
 
Program directors were asked in the program director’s survey to provide six names 
and contact information of key informants who fit the eligibility criteria. Although only three 
key informants were necessary, getting an additional three more names not only to help 
obscure comments or results being attributed to one person but also it helped when some key 
informants could not be contacted. An invitation letter, fact sheet and interview guide 
(Appendix 8) was first emailed/mailed to potential key informants. Approximately a week 
after the packet was mailed, a phone call was made to the key informants to provide more 
information about the study, answer any questions that the key informants had regarding the 
Program directors in the 10 selected states were asked in the program director’s survey to provide  
contact information for key informants who met the criteria. 
Extra: If additional key informants were needed because the original contacts could not be reached, other 
program administrators and service providers were asked to provide referrals. 
 
An invitation letter, fact sheet and interview guide were mailed/emailed to all potential key informants 
eligible to participate in the study. 
 
Phone call made to key informant to provide information about the study, answer questions, get verbal 
consent for the study and to schedule an interview appointment. 
 
Phone call made to key informant at appointed time to conduct telephone interview. 
 
A note of thanks sent via email. 
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study, to get verbal consent and to schedule an appointment for the telephone interview. At 
the appointed time, the phone interview was conducted and a note of thanks was sent via 
email to the key informant after that. 
 
Instrument  
The telephone interview was used to gather more detailed information about 
recruitment and retention efforts as well as screening services for Asian American women in 
the NBCCEDP. Like the program director’s survey in phase 1, the telephone interview guide 
(see Appendix 8) was developed taking into consideration feedback from advisory group 
members as well as through review of the literature and the cultural competency conceptual 
framework. Consistent with UFE, the advisory group reviewed the interview guide and 
provided further recommendations for revision. On average, the telephone interview took 
between 30 to 45 minutes to administer.   
Topics for the telephone interview (see also Table 10) include: organizational 
structure, partnerships, interpreter services/appropriate health education materials, cultural 
competency training, recruitment issues, service delivery and retention issues. The major 
difference between the topics included in phase 1 and phase 2 are that the topics became 
more focused in phase 2 as the interview allowed for more in-depth probing with program 
administrators and service providers who work directly with Asian American women. 
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Phase 3:  Site Visits and Interviews with Asian American women in New Jersey, 
California and New York 
 
Site visits and interviews were conducted in California, New York and New Jersey 
where the greatest numbers of Asian American residents are located and where there are 
several NBCCEDP programs that specifically target the Asian population. A case study 
approach was utilized to allow for in-depth investigation of programs and services available 
to Asian American women, to explore how programs are functioning at the local level and to 
gather a variety of views from different individuals. Figure 9 provides an illustration of the 
multiple sources of information gathered for this phase for each of the three states. There 
were viewpoints from program directors, service providers, outreach coordinators, Asian 
American women who are participants in the NBCCEDP, as well as Asian American women 
who are eligible for (but are not participants) in the NBCCEDP (Figure 9). 
 
Figure 9.  Convergence of multiple sources of information 
 
Information 
Sources 
Document 
Review 
Semi-structured interviews with 
NBCCEDP Asian American participants 
Semi-structured 
interviews with key 
NBCCEDP outreach 
coordinators during site 
visits 
Semi-structured 
interviews with non-
NBCCEDP Asian 
American participants 
Written surveys with 
program directors  
Telephone interviews 
with key NBCCEDP 
outreach coordinators 
and service providers 
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Sampling 
Site visits/interviews at organizations 
Organizations were identified for site visits in these states from recommendations 
made by members of the advisory group, program directors, program administrators and 
service providers in the three participating states. Organizations that were selected had to 
have programs that recruit, retain or provide screening services to a high percentage of Asian 
American women in the NBCCEDP. Organizations visited included state and county health 
departments as well as their partners (such as ethnic specific community-based organizations, 
clinics/hospitals providing screening services, partnerships and the American Cancer Society 
Asian units). A total of 21 organizations were visited including six organizations each in 
New Jersey and New York and nine organizations in California. Interviews were also 
conducted with program administrators/service providers from the organizations visited. 
 
Interviews with Asian American women  
Interviews were conducted with Asian American women in the three states. Only 
women who could speak English, Mandarin or Malay/Indonesian (languages spoken by 
investigator) were recruited for the study. In addition, Asian American women who could not 
speak the languages spoken by the investigator were also recruited if they were interested in 
being interviewed and consented to having a volunteer interpreter. A total of 62 interviews 
were conducted. Of the 62 interviews conducted, 40 interviews were conducted with 
NBCCEDP participants and 22 interviews were with non-NBCCEDP participants who were 
eligible for the program. The eligibility criteria for women to participate in the NBCCEDP 
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for New York, New Jersey and California for breast and cervical cancer screening are shown 
in Table 12. 
 
Table 12.  NBCCEDP eligibility criteria for New York, California and New Jersey for 
breast and cervical cancer screening   
 
Breast Cancer Screening Cervical Cancer Screening 
 
New York 
• Clinical breast exam and mammogram offered 
• Age 18 years and older (for clinical breast 
exam) and age 40 years and older (for 
mammogram only) 
• Uninsured or underinsured (e.g. high 
deductible, insurance does not cover service) 
• 250% below poverty 
• For new clients only: no mammogram received 
in past 1 year 
• Same eligibility criteria as breast cancer 
screening except that it is offered to women 18 
years and older. 
 
California 
• Clinical breast exam and mammogram offered 
• Age 40 years and older 
• Uninsured or underinsured (e.g. high 
deductible, insurance does not cover service) 
• At or below 200% below poverty 
• Same eligibility criteria as breast cancer 
screening except that it is offered to women 25 
years and older. 
 
New Jersey 
• Clinical breast exam and mammogram offered 
• Age 18 years and older (for clinical breast 
exam) and age 40 years and older (for 
mammogram only) 
• Uninsured or underinsured (e.g. high 
deductible, insurance does not cover service) 
• 250% below poverty 
 
• Same eligibility criteria as breast cancer 
screening except that it is offered to women 18 
years and older. 
 
Asian American women were primarily recruited to be interviewed for the study 
through outreach coordinators in health departments, community-based organizations and 
cancer-related organizations. Outreach coordinators were provided with an informational 
flyer about the study and distributed them among Asian American women or called women 
to tell them about the study. Those who were interested to participate in the study were 
invited to come on appointed dates or were asked to make appointments with the evaluator. 
Snowball sampling was also utilized among women who had already been interviewed and 
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who were given flyers about the study to distribute it to other eligible women who may be 
interested in the study.  
Detailed socio-demographic characteristics and screening histories of the study 
participants are provided in Table 13 and Table 14 respectively. A brief summary of the 
socio-demographic characteristics and screening histories of the study participants are 
provided here. 
The study participants were originally from the following countries:  India, China, 
Taiwan, Korea, Vietnam, Thailand, Malaysia, Singapore, Hong Kong, Philippines and 
Macau. Interviews were conducted in English and Mandarin as well as through an interpreter 
in the following languages: Vietnamese, Thai, Korean, Hindi, Tamil and Gujarati.  In terms 
of ethnicity, the following Asian ethnic groups were interviewed:  Chinese (50%), Indian 
(18%), Korean (18%), Vietnamese (7%), Thai (7%) and Filipina (2%). The majority of the 
NBCCEDP participants were age 50 years or older (72.5%), currently married (77.5%), had a 
high school diploma (85%) and had lived in the U.S. for more than 10 years (52.5%).   
In comparing the socio-demographic characteristics between the NBCCEDP 
participants and non-participants, there were no significant differences in educational level, 
ethnicity, country of origin, length of time in the U.S., capability of understanding English, 
capability of reading English, religion, occupation or the use of traditional medicine/healers. 
There were significant differences in age, marital status, capability of speaking English and 
in the type of traditional medicine or healer that one visits. Compared to the NBCCEDP 
participants, non participants were more likely to be younger, with a larger percentage of 
never married women, spoke English very well, and were more likely to use Ayurvedic 
medicine and acupuncture than NBCCEDP participants.    
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With regards to the use of traditional medicine and traditional healers, participants 
were asked if they used them “not at all,” “sometimes” or “all the time.” Slightly more than 
half of both NBCCEDP participants (58.3%) and non participants (57.1%) sometimes used 
traditional medicine and/or healers. The most frequently used traditional medicine/healer for 
NBCCEDP participants was taking of medicinal herbs (63.2%) alone or taking herbs in 
conjunction with seeing a Chinese medicine physician (5.3%), acupuncture (10.5%) and 
massage (10.5%). For NBCCEDP non participants, the most frequently used traditional 
medicine/healer was taking of Ayurvedic medicine (44.4%). 
Regarding English language capabilities, NBCCEDP participants had more 
difficulties with speaking, understanding and reading English compared to non-NBCCEDP 
participants. For NBCCEDP participants, 82.5% of women interviewed could not speak 
English or not too well, 70% of women could not understand English or not too well, and 
75% of women could not read English or not too well. While for non-NBCCEDP 
participants, 50% of women interviewed could not speak, understand and read English or not 
too well. This shows that the majority of the Asian American women interviewed had limited 
English proficiency. 
The breast and cervical cancer screening histories of the study participants were 
assessed during the interview (Table 14). In summary, NBCCEDP participants had better 
screening rates and were much better at being screened according to recommended intervals. 
In comparing the screening histories of mammograms, clinical breast exams and Pap tests 
among NBCCEDP participants and non participants, there were significant differences in 
ever having had a mammogram, length of time since last mammogram and every having had 
a clinical breast exam. Compared to NBCCEDP participants, non participants were less 
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likely to have had a mammogram done in her lifetime, less likely to have had a mammogram 
within the past year and less likely to have had a clinical breast exam done in her lifetime.   
For mammograms, 97.4% of NBCCEDP participants have had a mammogram in her 
lifetime as compared to only 45.5% of non-NBCCEDP participants (with 31.8% considered 
to be below the recommended age to have a mammogram). For those who have had a 
mammogram, 84.2% of NBCCEDP participants had her last mammogram in the past year as 
compared to 40% of non-NBCCEDP participants.   
In terms of clinical breast exams, 100% of NBCCEDP participants have had one done 
in her lifetime as compared to 72.7% of non-NBCCEDP participants. Of those who have had 
a clinical breast exam, 82.1% of NBCCEDP participants had one in the past year as 
compared to 62.5% of non-NBCCEDP participants.   
For Pap tests, 92.3% of NBCCEDP participants have had one done in her lifetime as 
compared to 77.3% of non-NBCCEDP participants. Of those who have had a pap test done, 
75.7% of NBCCEDP participants had a pap test in the past year as compared to 61.1% of 
non-NBCCEDP participants.    
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Table 13.  Social and demographic characteristics of the study participants from the 
Asian American women's interviews (N=62) 
 
Characteristic NBCCEDP 
Participants 
(n=40) 
N (%)* 
Non- NBCCEDP 
Participants 
(n=22) 
N (%)* 
 
P value 
Age  0.001 
< 40 years 1 (2.5) 8 (36.4)  
40 - 59 years 29 (72.5) 9 (40.9)  
^ 60 years 10 (25) 5 (22.7)  
 
Marital Status  0.001 
Never married 0 (0) 7 (31.8)  
Currently married 31 (77.5) 11 (50)  
Previously married 9 (22.5) 4 (18.2)  
 
Highest Education Completed  0.196 
Less than high school 6 (15) 1 (4.5)  
High school graduate/GED 12 (30) 4 (18.2)  
Technical/Associate/College/ 
Postgraduate degree 
22 (55) 17 (77.3)  
 
Ethnicity  0.347 
Chinese 18 (45) 13 (59.1)  
Indian 8 (20) 3 (13.6)  
Korean 8 (20) 3 (13.6)  
Vietnamese 2 (5) 2 (9.1)  
Thai 4 (10) 0 (0)  
Filipina 0 (0) 1 (4.5)  
 
Country of origin  0.171 
India 8 (20) 3 (13.5)  
Korea 8 (20) 3 (13.6)  
Taiwan 4 (10) 6 (27.3)  
China 8 (20) 2 (9.1)  
Vietnam 2 (5) 3 (13.6)  
Malaysia 3 (7.5) 1 (4.5)  
Thailand 4 (10) 0 (0)  
Singapore 1 (2.5) 2 (9.1)  
Hong Kong 2 (5) 0 (0)  
Macau 0 (0) 1 (4.5)  
Philippines 0 (0) 1 (4.5)  
 
* Missing values were excluded.  Not all percentages total 100% for each category due to rounding. 
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Characteristic NBCCEDP 
Participants 
(n=40) 
N (%)* 
Non- NBCCEDP 
Participants 
(n=22) 
N (%)* 
 
P value 
Length of time in the US (in years)  
_ 10 years 19 (47.5) 9 (40.9) 0.790 
> 10 years 21 (52.5) 13 (59.1)  
 
Spoken English Capability  0.007 
Very well 7 (17.5) 11 (50)  
Not too well 27 (67.5) 6 (27.3)  
Not at all 6 (15) 5 (22.7)  
 
Understanding English Capability  0.149 
Very well 12 (30) 11 (50)  
Not too well 21 (52.5) 6 (27.3)  
Not at all 7 (17.5) 5 (22.7)  
 
Reading English Capability  0.084 
Very well 10 (25) 11 (50)  
Not too well 24 (60) 7 (31.8)  
Not at all 6 (15) 4 (18.2)  
 
Religion  0.090 
Christian 19 (47.5) 5 (22.7)  
No religion 7 (17.5) 6 (27.3)  
Buddhist 6 (15) 5 (22.7)  
Hindu 7 (17.5) 3 (13.6)  
Catholic 0 (0) 3 (13.6)  
Muslim 1 (2.5) 0 (0)  
 
Occupation  0.057 
Homemaker/Retiree 17 (42.5) 7 (31.8)  
Childcare 5 (12.5) 1 (4.5)  
Work in beauty/nail salon 5 (12.5) 1 (4.5)  
Administrative work/clerk 2 (5) 4 (18.2)  
Cook/waitress 3 (7.5) 1 (4.5)  
Social worker 2 (5) 7 (31.8)  
Cashier 2 (5) 0 (0)  
Others 4 (10) 1 (4.5)  
 
Use of traditional medicine/healers  1.0 
Not at all 15 (41.7) 9 (42.9)  
Sometimes 21 (58.3) 12 (57.1)  
All the time 0 (0) 0 (0)  
 
Type of traditional medicine/healer  0.015 
Ayurvedic medicine 2 (10.5) 4 (44.4)  
Acupuncture 0 (0) 3 (33.3)  
Herbs 12 (63.2) 2 (22.2)  
Herbs + Chinese medicine 
physician 
1 (5.3) 0 (0)  
Herbs + Acupuncture 2 (10.5) 0 (0)  
Herbs + Massage 2 (10.5) 0 (0)  
* Missing values were excluded.  Not all percentages total 100% for each category due to rounding. 
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Table 14.  Screening histories of study participants from the Asian American women's 
interviews (N=62) 
 
Characteristic NBCCEDP 
Participants 
(n=40) 
N (%)* 
Non- NBCCEDP 
Participants 
(n=22) 
N (%)* 
 
P value 
Ever had a mammogram     < 0.001 
Yes 38 (97.4) 0 (45.5)  
No 0 (0) 5 (22.7)  
Not applicable 1 (2.6) 7 (31.8)  
 
Length of time since last mammogram     0.002 
< 1 year 32 (84.2) 4 (40)  
1 to 2 years 4 (10.5) 1 (10)  
> 2 years 2 (5.3) 5 (50)  
 
Ever had a clinical breast exam     0.001 
Yes 39 (100) 16 (72.7)  
No 0 (0) 6 (27.3)  
 
Length of time since last clinical breast 
exam 
 0.289 
< 1 year 32 (82.1) 10 (62.5)  
1 to 2 years 3 (7.7) 3 (18.8)  
> 2 years 4 (10.3) 3 (18.8)  
 
Ever had a Pap test     0.162 
Yes 36 (92.3) 17 (77.3)  
No 2 (5.1) 4 (18.2)  
Not sure/ don’t know 0 (0) 1 (4.5)  
Not applicable 1 (2.6) 0 (0)  
 
Length of time since last Pap test     0.430 
< 1 year 28 (75.7) 11 (61.1)  
1 to 2 years 4 (10.8) 2 (11.1)  
> 2 years 3 (8.1) 4 (22.2)  
 
* Missing values were excluded.  Not all percentages total 100% for each category due to rounding. 
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Data Collection 
Procedures  
Site visits/interviews at organizations. Site visits were made to NBCCEDP sponsored 
programs at state health departments and other partner organizations to learn more about 
recruitment, retention and screening programs for Asian American women. These site visits 
included semi-structured interviews with program administrators and service providers 
primarily about the organization’s programs for Asian American women in the NBCCEDP 
(see Appendix 10 for the interview guide). They also included informal observations of the 
organization’s recruitment, retention and service provision activities if there were any.  
Documents collected during these site visits included health education materials, materials 
about the organization and training manuals.      
 
Site Interviews with Asian American women. Interviews were conducted with Asian 
American women using an interview guide (Appendix 9). The interviews with the Asian 
American women lasted on average 30 to 45 minutes and each individual received $20 
remuneration upon completion of the interview. Recruitment of eligible women for this 
phase of the study was done primarily by outreach coordinators, other program 
administrators as well as through word of mouth from women who had already been 
interviewed. The interviews were conducted in English and Mandarin and through an 
interpreter in Vietnamese, Thai, Korean, Tamil, Hindi and Gujarati. 
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Instrument  
Site visit interview guide. The interview guide for interviews conducted with program 
administrators and service providers during the site visits can be found in Appendix 10. The 
interview guide was developed through a review of the literature and guided by the cultural 
competency conceptual framework, the program director’s survey, the program 
administrative/service provider’s interview guide as well as questions that emerged from 
phases 1 and 2.   
 
Asian American women’s interview guide. Interviews were conducted with Asian 
American women using an interview guide (see Appendix 9). The interview guide for 
interviews with Asian American women was developed through the same process as the 
instruments from phase one and two which included a review of the literature, using the 
cultural competency framework as a guide and through discussion with advisory group 
members. Also, this interview guide was also reviewed by the advisory group and revisions 
were made based on their recommendations. The topics for the interview include (see also 
Table 10): screening histories, health education sources, social support and beliefs regarding 
screening services, feedback on screening services, traditional medicine use, suggestions and 
recommendations for improving services and also the demographics of the participants. The 
interview guide was developed in English and translated into Chinese and Malay. It was then 
back translated into English to ensure lexical equivalence and the interview guide was then 
revised accordingly. 
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Data Preparation and Analysis 
 In this study, multiple data sources were utilized and both quantitative and qualitative 
data were collected. Qualitative description as a method of inquiry allows for the use of both 
quantitative and qualitative data to be employed (Sandelowski, 2000). An overview of the 
data analysis plan of both the quantitative and qualitative data is shown in Table 18. This 
table links each research question with the data source that will answer the specific research 
question. A summary of the quantitative and qualitative analysis plan for each research 
question is also provided.  
 
Preparation and Analysis of Quantitative Data 
 A brief description of how the quantitative data was analyzed is first presented. 
Quantitative data from the program director’s survey and program administrator/service 
provider’s survey, was entered into SPSS (Version 12.0), and then cleaned by reviewing the 
survey for missing data and inconsistencies. Numerical data was then summarized by 
generating descriptive statistics. These descriptive statistics were examined not as a “quasi 
statistical rendering of the data” (Sandelowski, 2000) but to describe noticeable patterns in 
the data and to use these statistics as confirmation of the phenomenon being reviewed as is 
consistent with qualitative descriptive studies.  
Cross tabulations and Chi-square tests (Fischer’s Exact Test was conducted if there 
were cells with expected counts of less than five) of the data from the program director’s 
survey and the program administrator/service provider’s survey were also conducted to 
describe the differences of the phenomenon between states with high and low Asian 
American clients. The criteria for states to be defined as having high or low Asian American 
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clients was established by examining the percentage of Asian American clients who received 
breast and cervical cancer screening from the NBCCEDP (see Figure 2 and Figure 3). From 
2000 to 2004, the percentage of Asian American clients in the NBCCEDP who received 
mammograms is 5.9% while the percentage who received Pap tests is 4.9%. I used these two 
figures as cut off points to divide the 50 U.S. states into either states with high or low Asian 
American clients. I used these two figures as they reflect the national average of Asian 
American clients being screened in the NBCCEDP.  
I applied these cut off points to Table 15 and Table 16 which show the percentages of 
Asian American women in each of the 50 U.S. states who had mammograms and Pap tests 
respectively. For example, the percentage of Asian American women receiving 
mammograms is 5.9%. Using 5.9% as a cut off point, we apply that to the figures in Table 
15. States with 5.9% or higher percentages of Asian American women receiving 
mammograms would be termed as “States with high Asian American clients” while states 
with lower than 5.9% of Asian American women receiving mammograms would be termed 
as “States with low Asian American clients.” The same technique applies to Table 16 where 
4.9% was the cut off point for the percentage of Asian American clients receiving Pap tests. 
After this, the states which have been termed as “States with high Asian American clients” 
from Table 15 and Table 16 were combined. The following states are now termed as “States 
with high Asian American clients”: Hawaii, California, Washington, New York, Alaska, 
Nevada, Massachusetts, Maryland and New Jersey while the rest of the other states are 
termed as “States with low Asian American clients.” 
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Table 15. Percentage of Asian American women in the National Breast and Cervical 
Cancer Early Detection Program screened for breast cancer by state (in descending 
order), 2000-2004.   
 
State 
 
% of Asian women 
screened for  
breast cancer  
(mammogram only) 
 
State 
 
% of Asian women 
screened for  
breast cancer  
(mammogram only) 
Hawaii 57.4  Vermont 0.6 
California 14.1  South Dakota 0.5 
Washington 11.6  Montana 0.5 
New York 9.7  Tennessee 0.5 
Alaska 9 South Carolina 0.5 
Nevada 5.9  Wyoming 0.5 
Massachusetts 5.5 Arkansas 0.4 
New Jersey 5.3 North Dakota 0.4 
Maryland 4.4 Virginia 0.4 
Georgia 3.7  Mississippi 0.3 
Kansas 3.1  New Mexico 0.3 
Colorado 2.9  West Virginia 0.3 
Utah 2.8  Kentucky 0.2 
Illinois 2.8  Maine 0.2 
Michigan 2.7  
Delaware 2.6  
Oregon 2.5  
Connecticut 2.4  
Pennsylvania 2.3  
Ohio 2.3  
Florida 1.8  
New Hampshire 1.7  
Minnesota 1.7  
Rhode Island 1.6  
Texas 1.5  
Louisiana 1.2  
Oklahoma 1.2  
Wisconsin 1.1  
Iowa 1.1  
Nebraska 1  
North Carolina 1  
Arizona 0.9  
Indiana 0.9  
Missouri 0.8  
Alabama 0.7  
Idaho 0.6  
Note. The data reported here are from the Minimum Data Elements (MDE) five year summaries from January 
2000 to December 2004. Data from Screening Program Data by Centers for Disease Control, 2006, website: 
http://www.cdc.gov/cancer/nbccedp/sps/screening_program_data.htm (Last accessed:  June, 5, 2006). 
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Table 16. Percentage of Asian American women in the National Breast and Cervical 
Cancer Early Detection Program screened for cervical cancer by state (in descending 
order), 2000-2004.   
 
State 
 
% of Asian women 
screened for 
cervical cancer  
(Pap tests) 
 
State 
 
% of Asian women 
screened for 
cervical cancer  
(Pap tests) 
Hawaii 56.2  Missouri 0.8 
California 14.6  Vermont 0.7 
New York 13.6  South Dakota 0.7 
Washington 12.6  Idaho 0.7 
Alaska 7.2  Alabama 0.7 
Massachusetts 7 Tennessee 0.6 
Maryland 5.1  Montana 0.6 
New Jersey 5 Arkansas 0.6 
Nevada 4.6 Wyoming 0.5 
Colorado 3.9  Virginia 0.5 
Kansas 3.3  South Carolina 0.5 
Utah 2.8  North Dakota 0.5 
Oregon 2.6  New Mexico 0.3 
Illinois 2.5  Mississippi 0.3 
Georgia 2.5  Kentucky 0.3 
Michigan 2.4  West Virginia 0.2 
Connecticut 2.3  Maine 0.2 
Florida 2.2  
New Hampshire 2.1  
Pennsylvania 2  
Rhode Island 1.8  
Ohio 1.7  
Delaware 1.7  
Minnesota 1.5  
Louisiana 1.5  
Texas 1.4  
Wisconsin 1.1  
Arizona 1.1  
Nebraska 1  
Iowa 1  
North Carolina 0.9  
Indiana 0.9  
Oklahoma 0.8  
Note. The data reported here are from the Minimum Data Elements (MDE) five year summaries from January 
2000 to December 2004. Data from Screening Program Data by Centers for Disease Control, 2006, website: 
http://www.cdc.gov/cancer/nbccedp/sps/screening_program_data.htm (Last accessed:  June, 5, 2006). 
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Cross tabulations and Chi-square tests on the following topics were conducted for 
data from the program director’s survey and the program administrator/service provider’s 
survey: 
• Type of recruitment personnel involved in recruiting Asian American women 
• Effective recruitment strategies 
• Effective strategies that contribute to successful collaboration among partner 
organizations 
• Methods of sharing effective recruitment strategies 
• Type of personnel involved in retention efforts for Asian American women 
• Effective retention strategies 
• Types of interpreter services available for Asian American women 
• Effectiveness of interpreter services available for Asian American clients 
• Barriers to providing interpreter services for Asian American clients 
• Type of cultural competency training (Program Director’s survey only) 
• Effectiveness of cultural competency training 
• Barriers towards offering cultural competency training with regard to serving Asian 
American women (Program Director’s survey only) 
 
Preparation and Analysis of Qualitative Data 
The qualitative data in this survey is from the open-ended questions in the 1) program 
director’s survey; 2) program administrator/service provider’s survey; 3) site visit interview;  
and 4) Asian American women’s interview. 
120
Text data from open-ended questions in the program director’s survey was first 
entered into Microsoft Word and then imported into ATLAS.ti 5.0 for easier reference when 
doing content analysis. For the open-ended questions in the program administrator/service 
provider’s survey, sections of the tape where the interviewee was answering the open-ended 
questions were transcribed verbatim into Microsoft Word and then imported into ATLAS.ti 
5.0. For the site visit interviews and Asian American women’s interviews, all audio taped 
interviews were transcribed. Interviews that were conducted in languages other than English 
were translated and transcribed directly into English by trained bilingual transcriptionists. 
These interview transcripts were then imported into ATLAS.ti 5.0.  
Content analysis is the appropriate analysis method for qualitative descriptive studies 
(Sandelowski, 2000). I first started analyzing the data by phases. I read through the data from 
each of the phases individually, trying to make sense of the data at the state level from 
program directors, at the organizational level from program administrators and service 
providers and at the individual level from Asian American women. The data was read over 
multiple times and I looked for themes and patterns related to the research questions. I then 
gave “codes” for each theme. In coding for this part of the data analysis, I also found it 
convenient to constantly refer back to the list of study topics and the data sources shown in 
Table 10.   
Next, I read the data over and looked for themes and patterns related to the cultural 
competency strategies as listed in the cultural competency framework and gave “codes” to 
themes that came up. With the vast amount of data collected and the large number of cultural 
competency strategies, I found it easier to draw up a list of the cultural competency strategies 
and link them to the questions and their data sources as shown in Table 17. This list allowed 
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me to focus on each individual cultural competency strategy and to allow me to comprehend 
the complexity of the strategy as well as to easily locate where the answers to the questions 
were in each of the data sources. At the end, the research questions, the cultural competency 
conceptual strategies (Table 17) and the topics listed in Table 10 were all used as a guide to 
look for overlapping topics in the different phases and to analyze and report the responses 
towards the same topic by different respondents from all phases of the study. 
In writing up the results of this dissertation, the data were presented according to the 
research questions. In qualitative descriptive studies, the expected outcome is “a straight 
descriptive summary of the informational contents of data organized in a way that best fits 
the data… There is no mandate to produce anything other than a descriptive summary of an 
event. But such summaries may themselves yield the working concepts, hypotheses, and 
thematic moments for future grounded theory or phenomenologic study, or themselves 
contain early versions of them” (Sandelowski, 2000, p. 338-339). Unlike other qualitative 
methods of inquiry such as grounded theory or ethnography, qualitative descriptive studies, 
the content analysis in qualitative descriptive studies is the least interpretive of the qualitative 
analysis approaches. A presentation of the who, what, and where of events and experiences is 
sufficient.   
An overview of the analysis of the qualitative data is shown in Table 18. As I was 
writing the results, I used Table 18 as my primary guide and Table 10 and Table 17 as my 
secondary guides to assist with data presentation. In answering the research questions, I 
would first use the analysis of quantitative data from state level data taken from the program 
director’s survey and organizational level data taken from the program administrator/service 
provider’s survey. This was then followed by the qualitative data from the program 
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administrator/service provider’s survey, site visit interview and Asian American women’s 
interview to provide a more in-depth explanation of the quantitative findings and to provide 
case studies that explain the phenomenon that the quantitative findings revealed or at certain 
times, did not reveal. My aim was to try to present as wide a variety of the phenomenon as 
possible from different viewpoints at the different state, organizational and individual levels 
and from the different U.S. states. In presenting a wide variety of viewpoints and experiences 
from different levels, Patton (1990) has mentioned that in so doing, common patterns and 
themes that emerge from this wide variety can reveal the core elements of a program.   
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Table 17. Linking Cultural Competency Strategies to Sample Questions and Data 
Sources 
 
Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
1. Conduct 
demographic 
profile and 
assessment of 
needs, strengths 
and assets of the 
client population 
• What are some of the important lessons learned regarding 
recruitment/retention/service delivery strategies that you 
would like to share with others who may be trying to recruit 
Asian American women for breast and cervical cancer 
screening? 
• Have policies for and procedures to review periodically the 
current and emergent demographic trends for the geographic 
area it serves? 
• What kinds of demographic profile/needs assessment does 
your organization do to understand the client base so as to 
serve your client population appropriately? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
124
Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
2. Develop 
linguistic 
competence 
• What types of interpreter services are available? 
• Are any of the following languages listed below part of the 
interpreter services offered in your program?  
• In general how effective are the interpreter services you have 
available for Asian American clients/patients? 
• What barriers may prevent you from providing interpreter 
services? 
• Signs placed in the clinic are in Asian languages? 
• Hotlines and appointment telephone lines are available in 
Asian languages? 
• What are the challenges your staff and/or volunteers have 
experienced when attempting to recruit Asian American 
women into the NBCCEDP? 
• Do you think that all Asian clients who require interpretation 
are adequately provided with interpreter services? 
• In your opinion, what other improvements or additional 
services can be made to provide better interpreter services for 
Asian clients? 
• What are the things that stop you going to the health center to 
go get an exam to check for breast and cervical cancer? 
• What would make you go to the health center to get these 
exams? 
• Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What was your experience when you got your exam to check 
for breast and cervical cancer at the health center? 
• Tell me about your experience in making appointments at the 
health center 
• In your opinion, in what ways can the healthcare staff and 
health center improve its services? 
• What do you think can be done to get other Asian American 
women like yourself to get exams to look for breast and 
cervical cancer? 
• Who are the people and organizations Asian American 
women would listen to about exams to look for breast and 
cervical cancer? 
• What can be done to encourage Asian American women to go 
for these exams regularly? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
3. Use lay health 
advisors 
• What kinds of strategies are used in your state to recruit 
Asian American women into your state’s program? 
• How are lay health advisors/volunteer peer educators being 
used to recruit women for screening? 
 
a. What would make you go to the health center to get these 
exams? 
b. Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What was your experience when you got your exam to check 
for breast and cervical cancer at the health center? 
• Tell me about your experience in making appointments at the 
health center 
• In your opinion, in what ways can the healthcare staff and 
health center improve its services? 
• What do you think can be done to get other Asian American 
women like yourself to get exams to look for breast and 
cervical cancer? 
• Who are the people and organizations Asian American 
women would listen to about exams to look for breast and 
cervical cancer? 
• What can be done to encourage Asian American women to go 
for these exams regularly? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
4. Provide 
culturally and 
linguistically 
appropriate health 
education 
materials/strategies 
• Are any health education materials (on topics related to 
breast and cervical cancer and screening tests) available in 
Asian languages?  
• In your experience, which types of health education materials 
are well received and well liked by Asian American women? 
• What are the challenges your staff and/or volunteers have 
experienced when attempting to recruit Asian American 
women into the NBCCEDP? 
• What kinds of strategies are used to recruit Asian American 
women into your state’s program? 
• What about Asian American women who are eligible for the 
program but who do not come in for screening, why do you 
think that they are not coming in? 
• Have you seen any pamphlets, brochures, videos and 
advertisements in your language? [with regard to breast and 
cervical cancer screening] 
• What would make you go to the health center to get these 
exams? 
• Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What do you think can be done to get other Asian American 
women like yourself to get exams to look for breast and 
cervical cancer? 
• Who are the people and organizations Asian American 
women would listen to about exams to look for breast and 
cervical cancer? 
• What can be done to encourage Asian American women to 
go for these exams regularly? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Sources 
5. Develop 
partnerships with 
communities and 
community 
agencies 
• NBCCEDP programs collaborate with a wide range of 
community partner organizations.  Please list the top most 
effective partner agency/organization that has been critical in 
addressing recruitment, service delivery or re-screening of 
Asian American women and briefly describe key 
collaborative activities (e.g. health education activities). 
• In general, how effective are these partnerships in your state 
in working with Asian American women in the NBCCEDP? 
• What makes for a successful collaboration with these partner 
agencies/organizations? 
• What kinds of strategies are used to recruit Asian American 
women into your state’s program? 
• Can you tell me about the challenges that you encounter 
when recruiting Asian American women? 
• What would make you go to the health center to get these 
exams? 
• Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What was your experience when you got your exam to check 
for breast and cervical cancer at the health center? 
• Tell me about your experience in making appointments at the 
health center 
• In your opinion, in what ways can the healthcare staff and 
health center improve its services? 
• What do you think can be done to get other Asian American 
women like yourself to get exams to look for breast and 
cervical cancer? 
• Who are the people and organizations Asian American 
women would listen to about exams to look for breast and 
cervical cancer? 
• What can be done to encourage Asian American women to go 
for these exams regularly? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
6. Include family 
and community 
members 
• What kinds of strategies are used to recruit Asian American 
women into your state’s program? 
• What resources and support, including those within the 
organization, community, family and spiritual supports were 
mobilized? 
• What are some of the important lessons learned regarding 
recruitment/retention/service delivery strategies that you 
would like to share with others who may be trying to recruit 
Asian American women for breast and cervical cancer 
screening? 
• How are family and community members involved in 
influencing women to get screened? 
• What kinds of social support or other forms of support do 
family and community members provide to women so that 
they can come in for screening? 
• In Singapore, the family is very important in getting women 
into breast cancer screening. In particular, husbands play a 
major role in encouraging their wives to go for screening. Is 
that the case here? 
• From whom do you get information, advice and/or 
encouragement about these exams to check for breast and 
cervical cancer? 
• In what ways have your family, friends, doctor and nurse 
been supportive of you going for these exams? 
• What are the things that stop you going to the health center to 
go get an exam to check for breast and cervical cancer? 
• What would make you go to the health center to get these 
exams? 
• Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What do you think can be done to get other Asian American 
women like yourself to get exams to look for breast and 
cervical cancer? 
• Who are the people and organizations Asian American 
women would listen to about exams to look for breast and 
cervical cancer? 
• What can be done to encourage Asian American women to go 
for these exams regularly? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
• Asian American 
Women’s 
Interview Guide 
 
129
Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
7. Facilitate 
learning between 
providers and 
community 
• To your knowledge, have staff in your state’s NBCCEDP 
program been involved in any cultural competency training in 
the past 2 years?  
• Have staff in your state’s NBCCEDP program been involved 
in cultural competency training on the topic of Asian 
American women and breast and cervical cancer screening?  
• Have you ever been to a cultural competency training course 
or workshop that addressed the topic of Asian American 
women on breast and cervical cancers?  
• Who were the organizers?  
• Please tell me in what ways the training was useful for your 
job? 
• How would you rate the overall effectiveness of the cultural 
competency trainings that were offered?    
• Which of the following are barriers to offering cultural 
competency training? 
• How does recruitment of Asian American women differ 
from recruiting other groups like Latin, African American, 
White, Pacific Islander, American Indian and Alaska Native 
women? 
• What are some of the important lessons learned regarding 
recruitment/retention/service delivery strategies that you 
would like to share with others who may be trying to recruit 
Asian American women for breast and cervical cancer 
screening? 
• Can you tell me positive/negative experiences you have had 
with providing services to Asian American women? 
• What do you think are the difficulties that Asian women face 
when they come in for screening? 
• From whom do you get information, advice and/or 
encouragement about these exams to check for breast and 
cervical cancer? 
• In what ways have your family, friends, doctor and nurse 
been supportive of you going for these exams? 
• What are the things that stop you going to the health center to 
go get an exam to check for breast and cervical cancer? 
• What would make you go to the health center to get these 
exams? 
• Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What was your experience when you got your exam to check 
for breast and cervical cancer at the health center? 
• In your opinion, in what ways can the healthcare staff and 
health center improve its services? 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Sources 
8. Coordination 
with practitioners 
of traditional 
medicine 
• Does the NBCCEDP program in this state work in 
partnership/coordination with practitioners of traditional 
medicine?  
• What type of partnerships or coordination of activities exists 
between the NBCCEDP program and practitioners of 
traditional medicine? 
• To what extent do your Asian clients see practitioners of 
traditional medicine? 
• Do you work in coordination with practitioners of traditional 
medicine? 
• From whom do you get information, advice and/or 
encouragement about these exams to check for breast and 
cervical cancer? 
• Please tell me if you see traditional healers all the time, 
sometimes or not at all. 
• What type of traditional healers do you see? 
• Tell me how you feel about telling nurses and doctors in the 
health centers that you also see traditional healers. 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
9. Develop 
policies to recruit 
and retain 
culturally diverse 
staff 
• Subcontract with providers who match the race/ethnicity of 
the patient population?  
• What about Asian American women who are eligible for the 
program but who do not come in for screening, why do you 
think that they are not coming in? 
• What are some of the important lessons learned regarding 
recruitment/retention/service delivery strategies that you 
would like to share with others who may be trying to recruit 
Asian American women for breast and cervical cancer 
screening? 
• From whom do you get information, advice and/or 
encouragement about these exams to check for breast and 
cervical cancer? 
• In what ways have your family, friends, doctor and nurse 
been supportive of you going for these exams? 
• What are the things that stop you going to the health center to 
go get an exam to check for breast and cervical cancer? 
• What would make you go to the health center to get these 
exams? 
• Think about the time when you went to get an exam to check 
for breast and/or cervical cancer at the health center, what 
made it easy/difficult for you to go get the exam? 
• What do you think can be done to get other Asian American 
women like yourself to get exams to look for breast and 
cervical cancer? 
• Who are the people and organizations Asian American 
women would listen to about exams to look for breast and 
cervical cancer? 
• What can be done to encourage Asian American women to go 
for these exams regularly? 
 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview Guide 
• Asian American 
Women’s 
Interview Guide 
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Cultural 
Competency 
Strategies 
Sample Linking Questions 
 
Data Source 
10. Incorporate 
administrative 
and 
organizational 
strategies 
• What are various ways colleagues within the NBCCEDP network in 
your state share ideas regarding successful strategies for serving 
clients/patients?  
• Signs placed in the clinic are in Asian languages?  
• Hotlines and appointment telephone lines are available in Asian 
languages?  
• There are early morning/evening/weekend clinic hours of operation 
at clinics?  
• A mobile breast/cervical cancer screening unit exists?  
• Public transportation is available from Asian American 
neighborhoods to clinic locations?  
• Clinic locations are located near Asian American neighborhoods?  
• What changes in policies or guidelines should be instituted to 
enable program administrators to adequately serve Asian American 
women in the NBCCEDP?  
• What information, skills, resources, training or assistance are 
needed to recruit, rescreen and/ or provide better services to Asian 
American women in the future? 
• Think of effective things that you or your organization have done to 
cater specifically towards Asian American women who come in for 
screening.  What makes them effective? How were they developed 
and put in place? 
• What about Asian American women who are eligible for the 
program but who do not come in for screening, why do you think 
that they are not coming in? 
• What has feedback been from Asian American clients regarding 
these special accommodations?  
• What are some of the important lessons learned regarding 
recruitment/retention/service delivery strategies that you would like 
to share with others who may be trying to recruit Asian American 
women for breast and cervical cancer screening? 
• What kinds of things are being done in your organization to provide 
culturally-competent services? 
• What resources and support, including those within the 
organization, community, family and spiritual supports were 
mobilized?  
• What are the things that stop you going to the health center to go get 
an exam to check for breast and cervical cancer? 
• What would make you go to the health center to get these exams? 
• Think about the time when you went to get an exam to check for 
breast and/or cervical cancer at the health center, what made it 
easy/difficult for you to go get the exam? 
• What do you think can be done to get other Asian American women 
like yourself to get exams to look for breast and cervical cancer? 
• Who are the people and organizations Asian American women 
would listen to about exams to look for breast and cervical cancer? 
• What can be done to encourage Asian American women to go for 
these exams regularly? 
• Program 
Director’s 
Survey 
• Program 
Administrator/ 
Service 
Provider’s 
Survey 
• Site Visit 
Interview 
Guide 
 
• Asian 
American 
Women’s 
Interview 
Guide 
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Table 18. Overview of Data Analysis
Data Source
Research Question
Program
Director’s
Survey
(PD)
Program
Administrator
/Service
Provider’s
Survey
(PASP)
Site Visit
Interviews
(SV)
Asian
American
Women’s
Interviews
(AAW)
Analysis
Overview
Aim 1: To assess and recommend strategies for recruiting Asian American women in the NBCCEDP
1.1 Which program personnel conduct
recruitment programs for Asian American
women?
X X X X Quantitative – Descriptive statistics, frequency
distributions, cross tabulations: overall and by
states with high and low Asian American
clients. (PD, PASP).
Qualitative – (SV, AAW).
1.2 What are current recruitment strategies
for Asian American women in the
NBCCEDP?
X X X X Quantitative – Descriptive statistics, frequency
distributions, cross tabulations: overall and by
states with high and low Asian American
clients. (PD, PASP).
Qualitative – (PD, PASP, SV, AAW).
1.3 What challenges exist when recruiting
Asian American women into the NBCCEDP?
X X X Qualitative – Use of cultural competency
framework to report results (PD, PASP, SV).
1.4 What do program staff and Asian
American women believe are components of
effective recruitment strategies?
X X X X Qualitative – Use of cultural competency
framework to report results (PD, PASP, SV,
AAW).
1.5 What are recommendations for
recruitment strategies?
X X X X Qualitative - Recommendations are reported
in the Discussion Chapter and are reported
using the cultural competency framework (PD,
PASP, SV, AAW).
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Data Source
Research Question
Program
Director’s
Survey
(PD)
Program
Administrator
/Service
Provider’s
Survey
(PASP)
Site Visit
Interviews
(SV)
Asian
American
Women’s
Interviews
(AAW)
Analysis
Overview
Aim 2: To assess and recommend strategies for retaining Asian American women in the NBCCEDP
2.1 Which program personnel conduct retention
programs for Asian American women?
X X X X Quantitative – Descriptive statistics,
frequency distributions, cross tabulations:
overall and by states with high and low
Asian American clients. (PD, PASP).
Qualitative – (SV, AAW).
2.2 What are current retention strategies for
Asian American women in the NBCCEDP?
X X X X Quantitative – Descriptive statistics,
frequency distributions, cross tabulations:
overall and by states with high and low
Asian American clients. (PD, PASP).
Qualitative – (PASP, SV).
2.3 What challenges exist when trying to retain
Asian American women in the NBCCEDP?
X X X Qualitative – Use of cultural competency
framework to report results (PD, PASP, SV).
2.4 What do program staff and Asian American
women believe are components of effective
retention strategies?
X X X X Qualitative – Use of cultural competency
framework to report results (PD, PASP, SV,
AAW).
2.5 What are recommendations for retention
strategies?
X X X X Qualitative - Recommendations are reported
in the Discussion Chapter and are reported
using the cultural competency framework
(PD, PASP, SV, AAW).
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Data Source
Research Question
Program
Director’s
Survey
(PD)
Program
Administrator
/Service
Provider’s
Survey
(PASP)
Site Visit
Interviews
(SV)
Asian
American
Women’s
Interviews
(AAW)
Analysis
Overview
Aim 3: To assess and recommend strategies for providing screening services (service delivery) Asian American women in the NBCCEDP
3.1 What are challenges to service
delivery that program staff face?
X X X Qualitative – Use of cultural competency framework
to report results (PD, PASP, SV).
3.2 What are challenges that Asian
American NBCCEDP participants face
when accessing screening services?
X Qualitative – Use of cultural competency framework
to report results (AAW).
3.3 What types of services are offered to
Asian American women to address
cultural and linguistic barriers?
X X X X Quantitative – Descriptive statistics, frequency
distributions, cross tabulations: overall and by states
with high and low Asian American clients - for types
of interpreter services, effectiveness of interpreter
services, barriers to providing interpreter services,
type of cultural competency training, effectiveness of
cultural competency training and barriers towards
offering cultural competency training. Frequency
distributions only were provided for Asian languages
available. (PD, PASP)
Qualitative – (PD, PASP, SV, AAW).
3.4 What do program staff and Asian
American women believe are components
of effective service delivery?
X X X X Qualitative – Use of cultural competency framework
to report results (PD, PASP, SV, AAW).
3.5 What are recommendations for
service delivery?
X X X X Qualitative - Recommendations are reported in the
Discussion Chapter and are reported using the
cultural competency framework (PD, PASP, SV,
AAW).
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Validity 
 The concept and definition of validity in qualitative research is a hotly contested one 
(Maxwell, 1992). Guba and Lincoln (2003)see the general discussion on validity as a 
positivist framework and have instead developed the notion of “authenticity” in their studies, 
while Wolcott’s (1990) viewpoint is that “understanding is a more fundamental concept for 
qualitative research than validity” (Wolcott, 1990, p.146). In this study, I have used the 
notions of validity in qualitative studies as described primarily by Kvale (1995) and Maxwell 
(1992) and worked them into the study design. The strength of using the definitions of 
validity as outlined by Kvale and Maxwell is that they also conform to the program 
evaluation standards (The Joint Committee on Standards for Educational Evaluation, 1994). 
 Both Kvale and Maxwell believe that there is no one ‘objective truth’ and that there 
are multiple ways of knowing which leads to multiple truths. Their rationale for this is that 
“as observers and interpreters of the world, we are inextricably part of it; we cannot step 
outside our own experience to obtain some observer-independent account of what we 
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experience. Thus it is always possible for there to be different, equally valid accounts from 
different perspectives” (Maxwell, 1992, p.283). This statement is most relevant for this 
evaluation study as the study will gather the perspectives of a variety of people which include 
NBCCEDP program directors, program administrators, service providers and Asian 
American women on breast and cervical cancer screening recruitment and retention 
strategies.   
For Kvale, there are basically three forms of validity (Kvale, 1995). Firstly, Kvale 
sees validity as a quality of craftsmanship where validity is used to determine if the study is 
investigating the phenomenon that it has been set out to investigate. Using the craftsmanship 
approach, there are continual checks on the research process where “the emphasis is moved 
from inspection at the end of the production line to quality control throughout the stages of 
knowledge production” (Kvale, 1995, p.27). In this study, UFE was used to guide the 
evaluation process and the advisory group in particular paid close attention to the details of 
the evaluation process to ensure that the evaluation was appropriate, feasible, practical and 
credible. Also, the literature reviewed informed the development of the conceptual model and 
research questions, which in turn then informed the development of the questionnaires used 
in the different phases of the study. The research design included the perspectives of different 
people and elicited data from national surveys, provided in-depth data from the experiences 
of eight states, and the in-depth case experiences of three states with high Asian American 
population, showing both breath and depth into the NBCCEDP experience for Asian 
American women. I have also built in descriptive validity (Maxwell, 1992) which is 
concerned about the factual accuracy of events and experiences. The data collection methods 
included in this study has reflected descriptive validity in several ways. For example, I tape 
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recorded interviews and had them transcribed or wrote long notes from them so as to get an 
accurate rendering of the interview. After site visits, discussions and observations, field notes 
were written up as soon as possible to avoid recall bias or loss of information. Moreover, I 
collected documents so as to check for descriptions of programs and services. Validity as 
craftsmanship also conforms to the program evaluation standards (The Joint Committee on 
Standards for Educational Evaluation, 1994), specifically, the standards of information scope 
and selection (U3), program documentation (A1), context analysis (A2), described purposes 
and procedures (A3), defensible information sources (A4), valid information (A5), reliable 
information (A6), analysis of qualitative information (A9), and justified conclusions (A10) 
(Please refer to Appendix 5 for more explanations of these standards).   
Secondly, communicative validity is the testing of the knowledge claims through 
dialogue (Kvale, 1995). In other words, ‘truth’ is discovered and negotiated through a 
communicative process with researcher and participants. The selection of those in the 
communicative process is considered central to achieving communicative validity. In this 
study, the researcher has had previous experience in breast and cervical cancer prevention 
research as well as in qualitative studies. The advisory group which provided guidance to the 
evaluation study was carefully chosen for their valued experience and leadership in this field. 
Participants recruited into the study represented a diverse group of people who provided 
perspectives of the NBCCED from state and local levels and also included Asian American 
program participants. Finally, the dissertation committee members are also themselves 
experts in the fields of breast and cervical cancer prevention as well as in evaluation and 
research methods. As this is a CEFP project, the researcher was given considerable training 
and guidance on conducting evaluation studies by the dissertation committee members as 
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well as others in the evaluation field. Communicative validity also conforms to the program 
evaluation standards (The Joint Committee on Standards for Educational Evaluation, 1994) 
specifically standards on stakeholder identification (U1) and evaluator credibility (U2) 
(Please refer to Appendix 5 for more explanations of these standards).   
 The final form of validity is pragmatic validity (Kvale, 1995). Pragmatic validity is 
basically whether the interpretations from the research can assist in instituting actions that 
will bring about change. Kvale notes that “knowledge is action rather than observation; the 
effectiveness of our knowledge beliefs is demonstrated by the effectiveness of our action” 
(Kvale, 1995, p.32). This study’s use of UFE is its strength as the evaluation study had an 
advisory group that provided guidance to the study. After the evaluation report was prepared, 
the advisory group was involved in reviewing the report and providing concerns that they had 
about the findings. The plan next is to include the advisory group to discuss actions to be 
taken based on the evaluation study’s findings. This also conforms to the program evaluation 
standards (The Joint Committee on Standards for Educational Evaluation, 1994) on the 
evaluation impact (U7) which specifies that the evaluation should be planned, conducted and 
reported in a manner that allows stakeholders to take further action.  
 Finally, Sandelowski (1993) warns qualitative researchers of becoming too rigorous 
and inflexible in trying to attain validity in their qualitative research at the expense of losing 
significant meaning and perspective from these qualitative work:  
It is as if, in our quasi-militaristic zeal to neutralize bias and to defend our projects 
against threats to validity, we were more preoccupied with building fortifications 
against attack than with creating the evocative, true-to-life, and meaningful portraits, 
stories, and landscapes of human experience that constitute the best test of rigor in 
qualitative work (Sandelowski, 1993, p.1). 
 
CHAPTER 5: 
RESULTS 
 
In this chapter, I will provide the study results according to the three main aims of the 
study. 
 
Aim 1: To assess and provide recommendations for strategies used to recruit Asian 
American women in the NBCCEDP 
 
In this dissertation, the term “recruitment” refers to programs, services, and efforts 
made to reach out to Asian American women who meet the NBCCEDP criteria and to get 
them to obtain breast and/or cervical cancer screening in a NBCCEDP sponsored facility. In 
this section, the following topics will be discussed: 
• Types of program personnel conducting recruitment 
• Current recruitment strategies for Asian American women 
• Recruitment challenges 
• Components of effective recruitment strategies 
 
1.1 Types of Program Personnel Conducting Recruitment 
 The types of program personnel conducting recruitment activities among Asian 
American women are summarized in Table 19. Outreach staff were the main personnel 
conducting recruitment among Asian American women according to results from the 
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program director’s survey as well as the program administrator/service provider’s survey. 
Outreach staff refers to personnel who have been hired primarily to conduct outreach 
activities and to recruit eligible Asian American women for the NBCCEDP program.    
 From the program director’s survey, the type of personnel most involved in recruiting 
Asian American women included outreach staff (100%), health educators (62.5%), nurses 
(62.5%), physicians (62.5%) and lay volunteers (50%) in states with high Asian American 
clients while outreach staff (75.8%) and nurses (51.5%) were most involved in states with 
low Asian American clients.   
From the program administrator and service provider’s survey, the type of personnel 
most involved in recruiting Asian American women included outreach staff (92.9%), case 
managers (50%) and lay volunteers (57.1%) in states with high Asian American clients while 
outreach staff (100%) and lay volunteers (50%) were most involved in states with low Asian 
American clients. 
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Table 19. Type of recruitment personnel involved in recruiting Asian American women – Results from the program director’s
survey (n=41) and the program administrator/service provider’s survey (n=20).
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=20)
Type of Recruitment Personnel
States with
high Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with
high Asian
American
clients (n=11)
N (%)
States with
low Asian
American
clients (n=9)
N (%)
All states
(n=20)
N (%)
Outreach staff 8 (100) 25 (75.8) 33 (80.5) 13 (92.9) 6 (100) 19 (95)
Case managers 2 (25) 12 (36.4) 14 (34.1) 7 (50) 2 (33.3) 9 (45)
Social workers 2 (25) 7 (21.2) 9 (22) 3 (21.4) 0 (0) 3 (15)
Health educators 5 (62.5) 12 (36.4) 17 (41.5) 2 (14.3) 0 (0) 2 (10)
Nurses 5 (62.5) 17 (51.5) 22 (53.7) 1 (7.1) 0 (0) 1 (5)
Physicians 5 (62.5) 11 (33.3) 16 (39) 1 (7.1) 0 (0) 1 (5)
Lay volunteers 4 (50) 12 (36.4) 16 (39) 8 (57.1) 3 (50) 11 (55)
Others 3 (37.5) 2 (6.1) 5 (12.2) 2 (14.3) 0 (0) 2 (10)
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Case studies conducted in California, New York and New Jersey revealed that most 
Asian American women who have limited English proficiency were recruited by outreach 
coordinators, lay volunteers and case managers who could speak the native language of the 
client. Other health care providers were responsible for recruiting Asian American clients 
with limited English proficiency only if they spoke the language of their clients and provided 
screening referrals. Depending on the individual job description, some outreach staff and 
health educators had overlapping responsibilities; outreach staff conduct health education 
sessions/seminars and health educators may do outreach. Outreach staff from different 
organizations work in conjunction with partner organizations to conduct outreach. For 
example, outreach staff at the health department sometimes partnered with Chinese outreach 
staff from a Chinese community-based organization to do joint outreach among low income 
Chinese women in that geographical area. 
In essence, outreach staff from health departments and partner organizations (e.g. 
American Cancer Society) were the single most important personnel conducting recruitment 
among Asian American women. They were the first point of contact with clients and spent 
time gaining trust and building relationships with them. Outreach staff were also instrumental 
in coordinating partnerships with other organizations, coordinating staff and lay volunteers to 
do recruitment, providing patient navigation and interpretation, and assisting with follow-up 
care in the event of abnormal test results, case management and in retention efforts.     
Bilingual and bicultural outreach staff played a larger role in providing interpretation, 
translating health education materials, forms and other program materials. Their job 
responsibilities were expanded because they often were the only ones with the language 
skills, knowledge of medical terminology and access to a resource base to guide clients from 
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first contact with the program through coordination of care if diagnosed with cancer. 
Outreach coordinators commented that some clients’ screening experiences were their first 
times accessing the American healthcare system. When these clients encountered health 
problems, the first person they turned to were these outreach coordinators. Not only are the 
responsibilities of bilingual and bicultural outreach coordinators very wide in scope but they 
also worked long hours while many worked weekends and evenings to conduct outreach at a 
variety of sites. The sites where they conducted outreach included Asian American 
neighborhoods, grocery stores, places of worship and at health fairs. 
As outreach coordinators primarily were entry level positions, many coordinators, 
even those who were extremely dedicated to their jobs, eventually moved on to better paying 
jobs or were promoted to different positions. The issues of low salary and high turnover 
among outreach coordinators were highlighted by the director of outreach in a community-
based organization where she emphasized that the learning curve for a new outreach 
coordinator is steep and that she has to build her contacts with not only the community but 
with screening providers and other community resources. Since it takes a long time to train a 
very dedicated and capable bilingual and bicultural person for the outreach coordinator’s 
position, it is disheartening when the coordinator leaves her job after a few years for better 
pay elsewhere. Another example from a supervisor at a health department highlighted the end 
of a year long grant where they had hired a multilingual person to conduct outreach, provide 
interpretation and to work on translating and preparing health education materials, program 
materials and forms for the South Asian community. After an extremely fruitful year, the 
grant ended and there was no more funding for the position.     
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1.2 Effective Recruitment Strategies 
 A variety of recruitment strategies were used in recruiting Asian American women 
into the NBCCEDP. A list of the most effective recruitment strategies as reported in the 
program director’s survey and the program administrator/service provider’s survey is shown 
in Table 20.  Partnerships with community-based organizations were the most effective 
recruitment strategy as reported in both the surveys. 
 From the program director’s survey, states with high Asian American clients cited 
partnerships with community-based organizations (28.6%), language specific 
newspaper/magazine advertisements (14.3%) and outreach staff/volunteers (14.3%) as the 
top three most effective recruitment strategies. States with low Asian American clients cited 
partnerships with community-based organizations (14%), outreach staff and volunteers 
(11.6%) and word of mouth from friends, family, acquaintances and colleagues (11.6%) as 
the top three most effective recruitment strategies. 
 From the program administrator/service provider’s survey, the top three most 
effective recruitment strategies for states with high Asian American clients were small group 
presentations, workshops and seminars (12.5%), language specific radio programs (15.6%), 
word of mouth from friends, family, acquaintances and colleagues (9.4%), language specific 
newspaper/magazine advertisements (9.4%) and church, temple, religious and faith base 
efforts (9.4%).  For states with low Asian American clients, the top three most effective 
recruitment strategies were partnerships with community-based organizations (35.3), 
language specific radio programs (11.8%), peer educators and lay health advisors (11.8%) 
and outreach staff and volunteers (11.8%). 
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Table 20. Effective recruitment strategies – Results from the program director’s survey (n=23) and the program
administrator/service provider’s survey (n=22)
Program Director’s Survey (n=23) Program Administrator/
Service Provider’s Survey (n=22)
Type of recruitment strategy
States with
high Asian
American
clients (n=7)
N (%) 
States with low
Asian American
clients (n=16)
N (%) 
All states
(n=23)
N (%) 
States with
high Asian
American
clients(n=14)
N (%) 
States with
low Asian
American
clients (n=8)
N (%) 
All states
(n=22)
N (%) 
1. Partnerships with community-based
organizations
4 (28.6) 6 (14) 10 (17.5) 2 (6.3) 6 (35.3) 8 (16.3)
2. Language specific radio programs 0 (0) 0 (0) 0 (0) 5 (15.6) 2 (11.8) 7 (14.3)
3. Word of mouth from friends, family,
acquaintances and colleagues
0 (0) 5 (11.6) 5 (8.8) 3 (9.4) 1 (5.9) 4 (8.1)
4. Language specific newspaper/magazine
advertisements
2 (14.3) 3 (7) 5 (8.8) 3 (9.4) 1 (5.9) 4 (8.1)
5. Church, temple, religious and faith
based efforts
1 (7.1) 4 (9.3) 5 (8.8) 3 (9.4) 0 (0) 3 (6.1)
6. Small group presentations/workshops/
seminars
0 (0) 1 (2.3) 1 (1.8) 4 (12.5) 0 (0) 4 (8.1)
7. Booths at health fairs 0 (0) 4 (9.3) 4 (7) 2 (6.3) 0 (0) 2 (4.1)
8. Booths at cultural festivals and events 1 (7.1) 3 (7) 4 (7) 1 (3.1) 1 (5.9) 2 (4.1)
9. Peer educators/lay health advisors 1 (7.1) 2 (4.7) 3 (5.3) 0 (0) 2 (11.8) 2 (4.1)
10. Television 0 (0) 1 (2.3) 1 (1.8) 2 (6.3) 0 (0) 2 (4.1)
11. Outreach staff/volunteers 2 (14.3) 5 (11.6) 7 (12.2) 0 (0) 2 (11.8) 2 (4.1)
12. Physician referrals/in-reach 0 (0) 4 (9.3) 4 (7) 2 (6.3) 0 (0) 2 (4.1)
13. Calling women directly on the phone 0 (0) 0 (0) 0 (0) 1 (3.1) 0 (0) 1 (2)
14. Visiting people/going door to door in
ethnic neighborhood
0 (0) 0 (0) 0 (0) 1 (3.1) 0 (0) 1 (2)
15. Direct mail outs 0 (0) 0 (0) 0 (0) 0 (0) 1 (5.9) 1 (2)
16. Hiring linguistic appropriate staff 0 (0) 0 (0) 0 (0) 1 (3.1) 0 (0) 1 (2)
17. Informing clients that there are female
health care providers
0 (0) 0 (0) 0 (0) 0 (0) 1 (5.9) 1 (2)
18. Bulletin boards 0 (0) 0 (0) 0 (0) 1 (3.1) 0 (0) 1 (2)
 Multiple responses were permitted
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Table 20 (continued)
Program Director’s Survey (n=23) Program Administrator/
Service Provider’s Survey (n=22)
Type of recruitment strategy
States with
high Asian
American
clients (n=7)
N (%) 
States with low
Asian American
clients (n=16)
N (%) 
All states
(n=23)
N (%) 
States with
high Asian
American
clients (n=14)
N (%) 
States with
low Asian
American
clients (n=8)
N (%) 
All states
(n=22)
N (%) 
19. Screening message in mother’s day
cards
0 (0) 0 (0) 0 (0) 1 (3.1) 0 (0) 1 (2)
20. Working with community leaders 1 (7.1) 0 (0) 1 (1.8) 0 (0) 0 (0) 0 (0)
21. Ethnic grocery store 0 (0) 1 (2.3) 1 (1.8) 0 (0) 0 (0) 0 (0)
22. Use of mobile van to go to ethnic
neighborhoods
1 (7.1) 0 (0) 1 (1.8) 0 (0) 0 (0) 0 (0)
23. Hair, nail, beauty salon based efforts 0 (0) 2 (4.7) 2 (3.5) 0 (0) 0 (0) 0 (0)
24. Passing out language specific
brochures
0 (0) 2 (4.7) 2 (3.5) 0 (0) 0 (0) 0 (0)
25. Media events 1 (7.1) 0 (0) 1 (1.8) 0 (0) 0 (0) 0 (0)
 Multiple responses were permitted
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Partnerships - The most effective recruitment strategy. 
Partnerships with ethnic specific community-based organizations (CBOs) and 
community groups was the most effective recruitment strategy mentioned in both the 
program director’s and program administrators/service provider’s surveys. The 
importance of having partnerships is cited by a director and service provider of a 
community health center: 
 
Now, if you need to be enhanced your community service, you must be able to 
collaborate with the community organization, so continue to strengthen your need, 
the language is very important. Although we are the one that provide services, but 
you cannot play solely, you got to reach out and collaborate, so we have a 
women’s health community advisory committee, you know, once every 3 months 
we meet. That is a committee composed of about 12 to 15 people, about 12, and I 
have representative from city council, and I have representative from the local 
community organization, just like _______ [name of organization], I have places 
like ACS… and then we have other kind of local organization, that we think we 
share the same philosophy, and they can help us to grow, and we can help them to 
grow, that is the language that we fought. (Director/service provider of a 
community health center)    
 
The NBCCEDP has worked with many different partnerships at the state and local 
levels to do outreach and screening among Asian American women. In summary, the 
NBCCEDP program through the health department, partnered primarily with 
organizations providing expertise, resources and screening with regard to breast and 
cervical cancer screening together with organizations and groups working with Asian 
American communities (Figure 10). 
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Health 
Department 
(NBCCEDP 
Program) 
Groups working with Asian 
American Communities 
 
(e.g. Community-based 
organizations, community 
groups, faith based 
organizations, NGOs and Asian 
American businesses)
Organizations providing 
expertise/resources/screening 
 
(e.g. American Cancer Society, 
YWCA, Susan G. Komen 
Foundation, Y-Me, hospitals,  
FQHC (Federally Qualified Health 
Centers), family planning agencies) 
Partnerships 
Figure 10.  Partnerships between NBCCEDP programs and other organizations 
 
Each partner had its own interests in joining the partnership and each played 
different roles in the partnership for a common goal in reaching out and 
recruiting/retaining Asian American women for breast and cervical cancer screening. The 
NBCCEDP program through the state health department provided the overall 
infrastructure, funding and support for the program. However, the health department 
alone did not have the resources and funding to do outreach and screening by itself and 
hence worked in partnership with other organizations and groups.    
Organizations that provide expertise, resources and screening have the 
infrastructure, resources and funding to assist with a variety of outreach and screening 
activities. For example, organizations such as the American Cancer Society have a wide 
range of cancer prevention information and programs, support for cancer patients, an 
impressive volunteer base and special units in different states that have been set up to 
serve certain Asian American communities (e.g. Chinese and Korean communities). The 
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Susan G. Komen foundation provides much needed funding for a variety of programs 
including funding for outreach programs while hospital and community health centers not 
only provide screening services but also are involved with providing cancer screening 
information and outreach programs. These organizations have expertise in terms of 
information, resources and funding and partner with other organizations to widen their 
support base and also tap into other diverse populations.      
 Groups and organizations working with Asian American communities provided 
the cultural and linguistic expertise to the partnership as they had an intimate knowledge 
of the communities that they serve. These groups included ethnic specific community-
based organizations, faith-based organizations (e.g. churches, temples), senior centers, 
other non governmental organizations (NGOs) as well as Asian American businesses 
(e.g. grocery stores and beauty salons). As these organizations had already gained entry 
into the Asian American communities, they had established trust and a good working 
relationship with them. Hence, they provided wonderful expertise to develop outreach 
programs and to address screening barriers. They also provided contacts with other 
community resources such as language assistance, patient navigation, physicians within 
the community who can speak Asian languages and assistance with cultural competency 
training. Since many of these organizations already have an Asian American population 
base, they were very interested in the partnership. 
 
Most Effective Partnerships. The most effective partnerships in addressing 
recruitment, rescreening and service delivery to Asian American women in the 
NBCCEDP is shown in Table 21. From the program director’s survey, the most effective 
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partnerships in addressing recruitment, rescreening and service delivery were 
partnerships with breast and/or cervical cancer advocates, foundations, organizations, 
task forces, partnerships and coalitions (60.8%). The trend was the same for states with 
high and low Asian American clients. 
From the service provider/outreach coordinator’s survey, the most effective 
partnerships in addressing recruitment, rescreening and service delivery were 
partnerships with hospitals, community health centers, federally qualified health centers, 
family planning agencies, health departments and cancer centers (42.9%). For states with 
high Asian American clients, both the partnerships with hospitals, community health 
centers, federally qualified health centers, family planning agencies, health departments 
and cancer centers (43.6%) and partnerships with breast and/or cervical cancer advocates, 
foundations, organizations, task forces, partnerships and coalitions (43.6%) were equally 
as effective. While states with low Asian American clients cited partnerships with 
hospitals, community health centers, federally qualified health centers, family planning 
agencies, health departments and cancer centers (41.2%) as the most effective 
partnerships. 
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Table 21. Most Effective Partnerships in Addressing Recruitment, Rescreening and Service Delivery to Asian American
women – Results from program director’s survey (n=30) and service provider/outreach coordinator’s survey (n=26)
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=26)
Most effective partnerships States with
high Asian
American
clients (n=8)
N (%) 
States with low
Asian American
clients (n=22)
N (%) 
All states
(n=30)
N (%) 
States with
high Asian
American
clients (n=16)
N (%) 
States with
low Asian
American
clients (n=10)
N (%) 
All states
(n=26)
N (%) 
Breast and/or cervical cancer
advocates, foundations,
organizations, task forces,
partnerships, coalitions
13 (81.3) 18 (51.4) 31 (60.8) 17 (43.6) 4 (23.5) 21 (37.5)
Hospitals, community health centers,
federally qualified health centers,
family planning agencies, health
departments, cancer centers
2 (12.5) 10 (28.6) 12 (23.5) 17 (43.6) 7 (41.2) 24 (42.9)
Community-based organizations,
community groups, mutual-aid
organizations, social service agencies,
senior centers, faith-based
organizations
1 (6.3) 7 (20) 8 (15.7) 5 (12.8) 6 (35.3) 11 (19.6)
 Multiple responses were permitted
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Examples of partnerships.  In one of the case study states, the state is divided into 
different geographical regions where the health department oversees the NBCCEDP in each 
of these regions. Each region develops its own partnership depending on the Asian ethnic 
group that is prevalent in that region and works with the relevant organizations and 
community groups. For example, in one region, there is a large Chinese population and the 
health department has a partnership with the American Cancer Society’s (ACS) Chinese unit, 
which does the outreach. In turn, the ACS Chinese unit has its own partnerships with 
community groups and faith-based organizations to recruit Chinese women for the 
NBCCEDP. In terms of screening, the health department organized a mobile screening on a 
Saturday and the ACS Chinese unit made appointments with their clients and mobilized its 
Chinese volunteers to assist with providing transportation, interpretation and patient 
navigation. 
In another region where there is a large Indian population, an Indian outreach 
coordinator was employed part-time by the health department. Besides doing outreach at 
grocery stores, beauty salons and at other places where the Indian population frequents, there 
was a wonderful partnership with the local Hindu temple, where the outreach coordinator 
conducted health education sessions on breast and cervical cancer screening. Being a breast 
cancer survivor, the outreach coordinator’s words carried weight within the community. As 
she is fluent in several Indian languages, and had established wonderful contacts with 
community leaders, outreach in this region among the Indian community was increased 
tremendously.     
In another state, three task forces were established in one county to cater to minority 
populations – African American, Latina and Asian/Pacific Islander. Each task force operates 
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individually. Task force members include representatives from different organizations which 
do outreach and provide screening services and even includes NBCCEDP clients.   
 Outreach coordinators, especially bilingual and bicultural ones from community-
based organizations believed they were bridges between the NBCCEDP and their Asian 
American clients. As the program director of a community-based organization illustrated:  
We are a liaison person. We are the bridge between – in between the government and 
the local people, and between the providers, the hospital and the local people. 
(Program director of a CBO)    
 
Partnership with traditional medicine programs.  In this report, traditional medicine 
refers to the medical system not based on the western biomedical model (also referred to as 
western medicine). Examples of traditional medicine include Chinese herbal medicine, 
acupuncturists, ayurvedic medicine, spiritual/mental healers and other herbal medicine.  
 Results from the program director’s survey revealed that only two of the 41 states that 
responded to the survey were in partnership with traditional medicine programs. In these two 
states, they had incorporated traditional medicine practitioners into the mainstream 
healthcare system. For example, in one of the health centers that cater to Asian Americans, 
there are traditional medicine practitioners onsite in the same health center.     
In interviews conducted with outreach coordinators, none of those interviewed said 
that they had a partnership with traditional medicine practitioners to do outreach with Asian 
American women. When outreach coordinators asked whether it would be feasible to try to 
partner with traditional medicine practitioners to do outreach, there were mixed responses but 
most agreed that practitioners of traditional medicine are influential in the Asian American 
community. An outreach coordinator who thought that trying to partner with traditional 
medicine practitioners would be difficult had this to say:  
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I think, I think it will be a hard—it will be hard to say if it’s a good idea or not 
because most of the time the people who are going to the herbalists are probably 
people who are a little resistant to Western medicine.  And then you also have to get 
the cooperation from the herbalist.  And a lot of these Chinese traditional doctors, 
they’ve been in their practice for 40, 50 years, and they’re very stern in their belief 
that you know, their practice is in a lot of ways better than Western medicine.  So I 
think there’s a lot of resistance even for cooperation from them to refer patients.  So 
I—maybe there needs to be some kind of you know, an assessment of if it’s even a 
possibility to do this kind of outreach.  (Outreach coordinator)    
 
As an interesting anecdote, a practitioner of Chinese medicine surprised an outreach 
coordinator by coming in for screening and actually offered to have flyers regarding breast 
and cervical cancer screening placed in her office as the outreach coordinator explained in 
the following quote: 
Like she is a doctor [referring to traditional medicine practitioner] herself; she has her 
own practice in ____ County.  And she came for a mammogram, and I was really, I 
was really surprised—and I was really happy that she came.  And then I think she 
said something like she was willing to put up flyers in her office too.  So I though it 
was something very nice… 
I’ll be interested to find out just what kind of comments, you know these practitioners 
of traditional medicine or these Chinese medicine doctors have for the women’s—in 
terms of women’s health, you know.  I don’t know if they actually talk about it, I 
don’t know.  Because you know, Chinese women know very well the, you know, 
Chinese medicine system, and all of them speak Chinese—so it would be very natural 
for them to go there especially if they come here and you know, everything’s all in 
English, so they get really confused. (Outreach coordinator) 
 
Another interesting finding was there are some traditional medicine physicians who 
do refer women for screening. An Asian American NBCCEDP participant who was 
interviewed recounted a story where a friend of hers who went for Chinese foot reflexology 
frequently, was told that there were some health problems associated with her breasts. The 
foot reflexologist recommend that she check her condition with a western doctor to find out 
what the problem was. It turned out that she had breast cancer. She was later operated on and 
is now a cancer survivor. Had it not been for the foot reflexologist, she would never have 
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gone to get checked. Other Asian American women interviewed have also mentioned 
Chinese traditional medicine practitioners who actually encourage their clients to go for 
breast and cervical cancer screening once a year. 
 As the Asian American community uses both biomedical (western) medicine as well 
as traditional medicine in varying degrees, one of the Asian American women interviewed in 
California mentioned that there is a need for both providers from the western and traditional 
medical systems to work together and come to a common ground: 
There can be a conflict because many traditional healers believe that through their 
treatments they can cure many things including cancer so it is a scary topic. It 
challenges their ability to heal and cure. I think there is a need to socialize on both 
sides. There is a need to work together and respect one another’s expertise and then 
we talk about limitations on both sides and then maybe we can meet in the middle and 
referral will be much better. Having to jump back and forth between the two 
[referring to the two medical systems]… from what I read and hear, people will go 
with whatever the traditional doctor prescribes. Some believe in ‘Qi Gong’1 to heal. 
But many of our Asian people believe in it and belief is a strong factor in healing. 
(Non participant Vietnamese woman living in California) 
 
Effective strategies that contribute to successful collaboration in partnerships.
Partnerships with other organizations to recruit, screen and rescreen Asian American women 
have been extremely important in order to utilize the resources and expertise that different 
organizations bring with them. 
Table 22 shows the effective strategies that contribute to successful collaboration 
among partner organizations. Program directors mentioned that the top three most effective 
strategies that contribute to successful collaboration in partnerships were common mission 
 
1 Qi Gong refers to “An aspect of Chinese medicine involving the coordination of different breathing patterns 
with various physical postures and motions of the body. Qigong is mostly taught for health maintenance 
purposes, but there are also some who teach it as a therapeutic intervention.” (Wikipedia, 2006, 
http://en.wikipedia.org/wiki/Qigong)  
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among partners (73.2%), adequate staff with skills and time to work with collaboration 
(51.2%) and good rapport between partners (51.2%).  
Similarly, in the program administrator/service provider’s survey, the top three most 
effect strategies  mentioned were common mission among partners (100%), effective 
leadership (96.2%) as well as good rapport between partners (92.3%).   
A common mission is extremely important while working in partnerships as it ensures 
that all partners are working towards the same goal.  An outreach coordinator also stressed 
that it is important to lay out the responsibilities of each partner so that the contributions of 
each organizations are clear. Other effective strategies mentioned in both surveys include the 
need for a clear understanding of the roles and responsibilities of each partner, having 
adequate funding, having a common knowledge of the population and cultural awareness of 
the client population, ethnic diversity in the task force, flexibility in planning programs if 
funding gets cut, long term commitment as well as strong volunteers and their commitment 
to the program. 
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Table 22. Effective strategies that contribute to successful collaboration among partner organizations – Results from program
director’s survey (n=41) and service provider/outreach coordinator’s survey (n=26)
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=26)
Effective strategies that contribute to
successful collaboration among partner
organizations
States with
high Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with
high Asian
American
clients (n=16)
N (%)
States with
low Asian
American
clients (n=10)
N (%)
All states
(n=26)
N (%)
Effective leadership 5 (62.5) 12 (36.4) 17 (41.5) 15 (93.8) 10 (100) 25 (96.2)
Common mission among partners 8 (100) 22 (66.7) 30 (73.2) 16 (100) 10 (100) 26 (100)
Strong infrastructure 5 (62.5) 8 (24.2) 13 (31.7) 15 (93.8) 6 (60) 21 (80.8)
Adequate staff with skills and time to
work with the collaboration
6 (75) 15 (45.5) 21 (51.2) 15 (93.8) 8 (80) 23 (88.5)
Frequent and productive
communication among partners
4 (50) 14 (42.4) 18 (43.9) 15 (93.8) 8 (80) 23 (88.5)
High sense of belonging to the
collaboration
4 (50) 9 (27.3) 13 (31.7) 14 (87.5) 7 (70) 21 (80.8)
Good rapport between partners 5 (62.5) 16 (48.5) 21 (51.2) 15 (93.8) 9 (90) 24 (92.3)
Strong technical support for staff to plan
and conduct collaboration activities
4 (50) 7 (21.2) 11 (26.8) 15 (93.8) 6 (60) 21 (80.8)
Others 3 (37.5) 1 (3) 4 (9.8) 3 (18.8) 3 (30) 6 (23.1)
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Health Education Materials 
When developing health education materials, program directors and outreach 
coordinators stressed that it is important to tailor messages based not only on age, ethnicity, 
and educational level but also on other aspects such as acculturation level, migration history, 
and cultural barriers towards screening so that common misconceptions about the screening 
tests can be addressed. Hence it was not always appropriate to directly translate a pamphlet 
about breast cancer from English to the target Asian language because the same message may 
not always be relevant for different target populations as illustrated by this quote:  
One of the things that we’ve seen a lot, including for a piece of… _____ [name of 
organization which produced a card on breast self exam] put out a very nice card of 
self breast exam, but what happened is that they used and this problem happens all the 
time - that they use a translator that is not familiar with the subject, and a lot of 
people are afraid to, or feel hesitant in using the word “breast” in Vietnamese, so they 
use other words such as “chest”, and there’s a word that in Vietnamese… which 
means that it’s a, which describes a nipple, and they use that word thinking that it’s 
not as plain or not as sexual as the word breast, but there is only one word to describe 
that part of the body which is a breast, and by avoiding using the word to describe 
that, they give the wrong impression, so having material is important but similar to 
studies, you got to have good materials, you can’t have bad materials, and it’s hard 
for people who don’t speak Vietnamese to understand these subtle differences in 
language, and I’m sure that it applies to the Chinese and every other languages as 
well, that you gotta know your subject, you gotta know your community.  And going 
back to the provider, they have good written information for the patient to view 
before the exam and also to explain to the patients about the exam and the need to do, 
think that would ease a lot of tension, a lot of misunderstanding.  (Director of an 
organization that does outreach for Asian American women)    
 
Outreach coordinators stressed the importance of pre-testing a draft of the health 
education material with service providers, other outreach coordinators and within the target 
population prior to finalizing them. They should also be translated by a person who is not 
only qualified linguistically but also someone who is familiar with medical terms and who 
will be able to translate and write messages that can be understood easily by the target 
population.   
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Using a combination of seminars, videos and print materials was cited as the most 
effective health education methods by bilingual and bicultural outreach coordinators. During 
a seminar, the bilingual and bicultural health educator/outreach coordinator/provider 
presented aspects of breast and cervical cancer, cancer statistics, screening availability and 
also addressed cultural barriers and misconceptions. These seminars were effective as there 
was face-to-face contact between the health educator/outreach coordinator/provider and the 
client and initial contact was made between the client and the organization presenting the 
seminar. Outreach coordinators have stressed that this face-to-face contact was a very 
important one as it builds trust and establishes the identity of the organization as a place 
where women can go to for issues on breast and cervical cancer screening. Also, inviting a 
breast or cervical cancer survivor of the same Asian ethnic group as the audience, to these 
seminars to talk about her cancer experience has been very powerful and convincing.  
Videos were effective as the health education information is being presented visually.    
This medium is most effective among women with low literacy and for the elderly. Many 
outreach coordinators expressed interest in making videos for different Asian ethnic groups 
and in different dialects; however the cost of producing a video has been prohibitive. Since 
videos can be mass produced easily in the form of video tapes or DVDs (Digital Video Disc), 
a recommendation made by an outreach coordinator was to pool resources to collaborate 
nationally to produce a series of videos targeting various Asian ethnic groups.   
Radio programs on breast and cervical cancer screening issues have been presented in 
different languages. An example of a radio show presented a physician who was invited to 
the talk show and who provided information on a variety of health issues including breast 
and cervical cancer and responded to questions called in by listeners. Information about the 
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NBCCEDP was broadcast so that listeners knew the eligibility criteria to participate in the 
NBCCEDP and a phone number to call to make appointments or to obtain more information. 
Additionally, culturally relevant print materials in the form of pamphlets and flyers 
were useful as women can bring the information home with them and consult them at a 
leisurely pace. Outreach coordinators cautioned that it is better for these print materials to be 
short, concise, filled with lots of colorful pictures and include contact information where they 
can get more information in the client’s language.  
 
Other Effective Recruitment Strategies 
Other language specific recruitment strategies were also extremely effective. These 
strategies included breast and cervical cancer awareness and announcements regarding 
screening sessions in language specific mass media (radio, newspapers, magazines, 
television), outreach at ethnic specific grocery stores and restaurants as well as at booths 
during cultural festivals and health fairs. An outreach coordinator did comment that booths at 
health fairs were more effective as compared with booths at cultural events as the people who 
go to health fairs already have their mind set on looking for information pertaining to health. 
Other outreach coordinators mentioned that booths at cultural events were effective as it 
usually was language and/or ethnic specific, fun filled, and geared towards health education 
for the whole family.   
Conducting outreach at churches, temples and other faith-based organizations was 
cited as extremely effective since religious leaders are highly respected in the Asian 
community. Also, the faith-based organization is the place where much trust is placed by the 
community and where social support and other relationships are formed and maintained.   
162
Physicians are also highly respected in the Asian community. Specifically, bilingual 
physicians who can speak the language of the client were especially effective in referring 
their clients for screening.       
 Word of mouth from friends and family was extremely powerful. If there was a 
positive experience, clients were willing to share that glowing experience and if there was a 
negative experience, news traveled much faster. An outreach coordinator working among the 
Chinese community explained how referral through word of mouth can be powerful in the 
following quote: 
We have one lady who comes back every year, and she brings like five or six of her 
friends with her on the day that she comes back for her screening.  You know and, 
and that’s just really, you know, that’s why we try to build on patient education 
because most of the time it’s really you need to build a trust between the patient and 
the provider.  And once you have that trust, they will refer friends and friends will 
only go if they feel like they can trust the provider.  So if they hear a good word from 
a friend, it means a lot more than all the other outreach you do.  (Outreach 
coordinator)   
 
Finally, interventions such as the American Cancer Society’s “Tell-A-Friend” 
program, the “Witness project” (faith-based community outreach project) and “Put 
Prevention into Practice” (Clinical-in-reach project) were been reported to be working well 
among Asian Americans. 
 
Sharing Effective Recruitment Strategies 
 Effective recruitment strategies are shared among providers through a variety of 
channels (Table 23). Face to face contact through meetings and conferences is the most 
preferred choice as reported in both the program director’s survey and the program 
administrator/service provider’s survey. Other methods of sharing effective recruitment 
strategies include emails, regular newsletters, websites, conference calls, progress reports, 
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training on how to develop successful outreach programs, coalition/advisory boards planning 
outreach projects together, and focus groups/meetings with Asian American clients. 
164
Table 23. Methods of sharing ideas regarding effective recruitment strategies – Results from program director’s survey (n=41)
and outreach coordinator/service provider’s survey (n=26)
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=26)
Methods of sharing effective
recruitment strategies
States with
high Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with
high Asian
American
clients (n=16)
N (%)
States with
low Asian
American
clients (n=10)
N (%)
All states
(n=26)
N (%)
Regular newsletter 2 (25) 11 (33.3) 13 (31.7) 9 (56.3) 3 (30) 4 (46.2)
Emails 6 (75) 22 (66.7) 28 (68.3) 10 (62.5) 6 (60) 16 (61.5)
Websites 2 (25) 6 (18.2) 8 (19.5) 9 (56.3) 4 (40) 13 (50)
Meetings/Conferences 8 (100) 32 (97) 40 (97.6) 14 (87.5) 10 (100) 24 (92.3)
Others 3 (37.5) 9 (27.3) 12 (29.3) 5 (31.3) 1 (10) 6 (23.1)
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1.3 Recruitment Challenges 
Challenges in recruiting Asian American women into the NBCCEDP are represented 
in Table 24. These recruitment challenges were reported in the program director’s survey, the 
program administrator/service provider’s survey as well as interviews with outreach 
coordinators during site visits are presented in Table 24. The recruitment challenges have 
been grouped under the ten cultural competency strategies as outlined in the conceptual 
framework for this evaluation study (Figure 4) that can potentially be solutions to the 
recruitment challenges. Many of the recruitment challenges (e.g. language barriers) can be 
grouped under several cultural competency strategies (e.g. need for linguistic competence, 
need for culturally and linguistically appropriate health education and need for minority 
recruitment and retention policies). This grouping under multiple cultural competency 
strategies shows that it is necessary for cultural competency strategies to be combined to 
address recruitment challenges. However, to reduce duplication, the challenges have been 
placed under the most relevant category. 
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Table 24.  Recruitment Challenges 
 
1. Need for demographic profile and assessment of needs, strengths and assets of 
the client population 
• Notion that the Asian American population is a “hidden” population and difficult to find. 
• Stereotyping the Asian American population as the “model minority” but not realizing that there are 
Asian Americans who are also living in poverty and without adequate resources. 
• Women who are undocumented fear that they will be found and deported. 
2.  Need for linguistic competence 
• Language barrier. 
• Lack of interpreters. 
• Lack of resources/funding to provide assistance with filling registration/consent forms if client is 
illiterate or have limited English proficiency. 
• Difficult and time consuming to train volunteer interpreters on medical terminology and knowledge 
about screening and its process. 
 
3.  Need for the use of lay health advisors 
• Beliefs about cancer are different. 
 
4.  Need for culturally and linguistically appropriate health education 
materials/strategies 
• Women do not see the importance of going for screening. 
• Different concepts about prevention and cancer screening – if there are no symptoms, it is not 
necessary to go for screening. 
• Afraid of cancer diagnosis 
 
5.  Need for partnerships with communities/community organizations 
• Lack of Asian American outreach coordinators. 
 
6.  Need to include family and community members 
• If doctors are from the same ethnic group as the women, the women do not feel comfortable being 
screened by them because the community is small and there will be talk. 
• Transportation problems. 
 
7.  Need to facilitate learning between providers and community 
• Doctors don’t refer Asian American women for mammograms as there is a myth that Asian 
American women hardly get breast cancer. 
• Asian American women do not feel comfortable to ask for a screening referral if they see a doctor of 
the same ethnic group because it is culturally very embarrassing to talk about sexual organs. 
• Concerns about pain from mammography/Pap test. 
• Concerns regarding privacy issues when going for mammogram/Pap test. 
 
8.  Need to coordinate with practitioners of traditional medicine 
• Beliefs about cancer are different. 
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9.  Need to develop policies to recruit and retain culturally diverse staff 
• Lack of Asian American outreach coordinators. 
• Language barrier. 
• If doctors are from a different ethnic group, women don’t feel comfortable to be screened because 
they feel that they are not able to communicate effectively and understand what is going on. 
 
10.  Need to incorporate administrative and organizational strategies 
• Women are not available to go to the clinic between 9am to 5pm. 
• Recently-arrived immigrants move frequently and their phone numbers and addresses change often. 
• The hospital/health center is very confusing and one gets lost all the time. 
• Some Asian American women (especially women with limited English proficiency) will not venture 
out of their comfort zone to go to hospitals in a geographic area that they are not familiar with. They 
are more likely to go for screening if the screening site is in a familiar area like Chinatown, Little 
Saigon, or next to an ethnic specific grocery store that they frequent. 
• Lack of funding for conducting outreach 
 
1.4 Components Of Effective Recruitment Strategies 
 This section describes the results from the 1) program director’s survey; 2) program 
administrator/service provider’s survey; 3) interviews with outreach coordinators for the site 
visits and 4) interviews with Asian American women (both NBCCEDP participants and non-
participants). Program directors, outreach coordinators and service providers were asked 
what components of the recruitment strategies were effective when recruiting Asian 
American women. Asian American women were asked how they had heard about the 
NBCCEDP, the people/organizations who were instrumental in getting them to go for 
screening as well as how to best reach out and provide awareness regarding screening 
services. Their results are grouped under the ten cultural competency strategies outlined in 
the conceptual framework (Figure 4). To reduce duplication, these components have been 
placed in the category that best represents them. 
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1. Need for demographic profile and assessment of needs, strengths and assets of the 
client population     
Conduct initial community profile/needs assessment for your locality. Outreach 
coordinators mentioned that one of the most important and first things to do when planning 
recruitment strategies is to conduct a community assessment of the Asian American 
community in the locality. For example, even though a strategy might have worked 
successfully among the Vietnamese community in Orange County, California, it might not 
work for another Vietnamese community in another state. It is essential to learn where the 
community lives, the little pockets within the community, the dialects spoken, jobs people 
work in, places they frequent, people whom they respect, who their community leaders are, 
places of worship, migration history and community resources.       
Conduct on-going community profile/needs assessment of the population.
Outreach coordinators have also stressed the importance of periodically conducting 
community needs assessments of the population as communities are always changing as cited 
by a director and service provider: 
One of the strategies the tips, that I can give to the group, not only to Chinese, to 
anywhere, if you want to have a successful, on-going, wonderful outreach program, 
you must continue to assess the needs, for your community. Thirty years ago, as I told 
you, the new immigrants, they mainly come from southern provinces of China, but 
for the past 10 years, it’s no longer the case.  If you ask anyone in Chinatown, they 
will tell you that the most amount of immigrants for the past 10 years is from Fu 
Chao, Fu Chaonese population. Their cultural practice is very different from the 
traditional one, from the 30 years old traditional group…so we have to continually 
assess the need, the population… we cannot maintain with the mentality 30 years ago. 
The outreach strategies… in the past are mainly community fair, health fair, things 
like that, but now you can no longer do that, we have to bring our education to them, 
rather than for them to come to us, so our outreach team are very successful in 
reaching out to where the pockets are, such as garment factory, and then also 
employment agency, and things like that. (Director/Service provider)   
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Assess client satisfaction regarding their screening experience and make changes 
accordingly. A program coordinator mentioned that it is essential to find out how satisfied 
clients are with the screening experience and to understand the difficulties and barriers 
women face when going in for screening. These difficulties may include the need for 
transportation, interpreters, or forms that need to be translated as well as understanding 
feelings women have about screening (e.g. fear of cancer diagnosis, embarrassment). This 
assessment has been done through a variety of ways including client satisfaction surveys, 
focus groups, needs assessment surveys and verbal/written feedback and comments including 
staff asking for feedback from clients about their screening experiences. 
2.  Need for linguistic competence  
Develop and provide comprehensive interpreter services. Outreach coordinators, 
service providers and Asian American women have stressed the importance of having an 
interpreter. Interpreters are necessary to make appointments, fill out registration forms, and 
assist providers during screening. Outreach coordinators and service providers have 
mentioned that it is essential to learn about resources regarding providing interpreters and 
developing a plan to provide interpreter services in different languages and for different 
circumstances (e.g. making appointments, assisting during an exam). Also, an outreach 
coordinator mentioned the necessity to have interpreters stand behind a curtain during pap 
tests to protect the client’s modesty.    
Make sure that letters/cards and any other printed announcements about the 
screening site, appointment times, address and contact information be sent to clients in 
both English and in the language of the client. Outreach coordinators pointed out that it 
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has been effective to have written materials in two languages so that family, friends and 
health care providers can read the material in both English and an Asian language just in case 
they are not fluent in one of the written languages. It has been really useful for the English 
material to be printed on one side of the paper while the material in the Asian language be 
printed on the flip side. 
3.  Need for the use of lay health advisors  
Recruit volunteers and train them. Volunteers are useful to assist in the program in 
various ways with not only information dissemination but also providing transportation, 
patient navigation, social support, interpretation, translation of written documents and with 
finding resources within the community. Some of the Asian American volunteers have 
medical backgrounds and were physicians or nurses in their home country. These volunteers 
have much to contribute as they have the medical background and language skills. Many 
volunteers have been recruited from CBOs, senior centers, the American Cancer Society and 
through faith-based organizations. 
Show volunteer appreciation. A program coordinator mentioned the importance of 
acknowledging and showing appreciation to volunteers. Some ways to recognize the work of 
volunteers include: saying thank you, sending mass emails to thank volunteers and to update 
them as to how the program has been progressing, providing training to improve their skills, 
having a small party during holiday seasons, and providing some food and refreshments for 
them while they are volunteering. Every instance of appreciation counts towards making 
volunteers feel their work is contributing to the program.   
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4.  Need for culturally and linguistically appropriate health education materials/services 
Develop health education materials for different Asian ethnic groups and in 
different languages. Outreach coordinators have stressed the importance of developing 
materials incorporating culturally appropriate messages and to address myths and 
misconceptions surrounding breast and cervical cancer as well as screening tests. Asian 
American women expressed the need for examples of real life stories of women who detected 
cancer early, received treatment and are now survivors. This provides women with an 
optimistic outlook that shows them that even if they have cancer, there is treatment and hope. 
Introduce the concepts of cancer prevention and early detection. Outreach 
coordinators have mentioned that Asian American women have different concepts of early 
detection and hence it is essential to educate women to care for their health and that cancer is 
not fated. 
Testimonials from cancer survivors. Testimonials from cancer survivors from the 
same ethnicity as the target audience have been very powerful. An outreach coordinator who 
is also a breast cancer survivor said that whenever she gave her health education talks on 
breast and cervical cancer screening, her testimonial has always had a major impact. 
Education for men. Outreach coordinators mentioned that it is useful if men can 
understand the importance of screening and refer and/or support their female relatives to go 
for screening. Health education for men have been provided in a variety of ways including a 
short health education session when men come in to pick up their wives; or the health 
education session has also been a small part of a prostate/colorectal cancer seminar for men. 
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5.  Need for partnerships with communities/community organizations 
Partner with community-based organizations, community groups and faith-
based organizations. Partnerships have allowed organizations to pool their expertise and 
resources together. Also, program administrators who have worked in partnerships have 
stressed the importance of reciprocating assistance and support to the community groups and 
organizations that have provided support previously. 
Be holistic when working with communities with poor access and resources to 
healthcare. A program administrator commented on the need to combine outreach for breast 
and cervical cancer screening with other programs (e.g. WIC, diabetes and hypertension) so 
as to meet the overall healthcare needs of the community.    
 Form an advisory group or task force. Forming an advisory group or task force to 
guide the development and growth of outreach and screening programs for Asian American 
women has been mentioned by program administrators, service providers and program 
directors. Task forces that have been formed include NBCCEDP staff, outreach coordinators, 
case managers, service providers from screening sites and at times have included Asian 
American clients as well. These task forces have been instrumental in addressing cultural and 
linguistic barriers faced by their clients.    
 
6.  Need to include family and community members 
Develop programs by including community members. Including community 
members has been mentioned as an important part of program development by program 
administrators so as to allow the community to have a voice as well as to tap into their 
knowledge, experiences and resources.   
173
Recognize that word of mouth through family and friends is powerful. A
program coordinator noted that news about negative encounters with the healthcare system 
travel faster than positive encounters. 
Understand the importance of including the family in providing support for 
women to go for screening. Daughters and daughters-in-law play a big role in getting their 
mothers and/or mothers-in-law to go for screening. Interviews with Asian American women 
have shown that many daughters accompany their mothers for screening to give them rides, 
provide interpretation, navigate the healthcare system and provide emotional support. Sisters 
ask each other if they have gone for their pap tests and/or mammograms and remind each 
other. As an outreach coordinator said “If you can get a daughter to go for screening, she will 
also most likely get her mother and sisters to go as well.” In some families, husbands play a 
role in encouraging their wives to go for screening and to provide transportation and/or 
interpretation and childcare for them. Also, if a husband is not supportive of his wife going 
for screening, it may be a potential barrier for her. 
 
7.  Need to facilitate learning between providers and community 
Understand the differences between and among Asian ethnic groups with regard 
to language, dialect, culture and social status. Even women from the same Asian ethnic 
group may differ depending on their social status, educational level, migration history, 
country of origin, religion etc.  
Provide staff training on cultural competency. Program administrators have 
mentioned that they have learned useful strategies at cultural competency training courses 
and recommend that all levels of staff go through them.   
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Personal contact is important. The top recruitment strategies are through some form 
of personal contact with an organization conducting the outreach or through another person 
(e.g. friend/family) who has details about the screening. Establishing personal contact is 
essential as it also establishes trust, which is essential to getting women to come in for 
screening. For some, it might also be the client’s first contact with the American healthcare 
system and this is an opportunity for them to ask questions directed to the outreach 
coordinator or service provider regarding other services that they may require. Hence, some 
outreach coordinators combine their outreach efforts and provide outreach for a variety of 
programs besides breast and cervical cancer screening. 
Outreach staff have to be persistent and patient. When trying to recruit low 
income women for screening, there may be other issues of more importance in their lives that 
they need to take care of first before they can go for screening. An outreach coordinator from 
a community-based organization illustrates this in the following quote: 
 
I would just say ‘persistence.’ Sometimes you gotta try more than once to reach these 
people. It’s not to say that they don’t want, you don’t think that it’s important, 
sometimes they just don’t have the time for it. Definitely patience, I think non-profit 
organizations, you’re gonna have to have a lot of patience with your plan, and sense 
of compassion. When recruiting these people, make sure that you pay attention to 
them, you’re listening to them, if they sometimes they don’t, they answer more than 
what you’re asking them, and then like identify different types of needs like within a 
conversation, they may want all this, and then all of a sudden, you realize they need 
something else in order to achieve what you called them initially for, so be able to 
just kinda notice like other things that, kinda read between the lines.  (Outreach 
coordinator) 
 
8.  Need to coordinate with practitioners of traditional medicine 
 Understand that there are practitioners of traditional medicine in the 
community that Asian American women also consult. A service provider reported that: 
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They always go back to their holistic medicine. They have herbal medicine sent to 
them from their country of origin and it is difficult to get them to be truthful about 
what herbal medicine they are taking.  (Service provider) 
 
Learn about the different types of traditional medicine and the role the 
traditional medicine practitioners play in the community. Many providers have expressed 
an interest to learn about the work of the practitioners of traditional medicine so that they can 
understand how Asian American women are being treated as illustrated by this quote:  
To interact with traditional healers. For every one Chinese patient that we have taking 
western medicine, they are practicing traditional medicine that we have not even 
touched yet. So we would like to interface with the acupuncturist, herbalist and other 
providers and healers in the Chinese community/Asian community. We did have a 
speaker come in from Beijing to talk about that very issue but we would like to get 
more of that.  Would like to do both – to have them on site and also to be able to refer 
patient out to these providers. We would also like to speak to them about what they 
see is the presentation of women in their offices and what are the main complaints 
that they have that may lead them to a condition where we in western medicine would 
be able to help them or interface with them. We want to make sure that the patients 
are seeing these healers and we’re assuming that that’s where they’re going to since 
they’re not coming to us but we may be wrong and they may not be seeing anyone. 
And that would even be worse. So just to open that communication so that we know 
both ways.  (Service provider) 
 
9.  Need to develop policies to recruit and retain culturally diverse staff 
Recruit outreach coordinators/volunteers from the target community. Asian 
American women mentioned that they respond best if the outreach person is from her own 
community as that eliminates language and cultural barriers. A program administrator/service 
provider mentioned that when recruiting Asian American women, it is best that outreach 
staff/volunteers be Asian American as the following quote illustrates: 
Asian American women are passive. And I find that I need to be more convincing 
because they have fear and apprehension. Asian American women tend to be more 
quiet and a little bit more difficult. If Outreach workers is Asian American, that 
breaks the ice. (Program administrators/service provider) 
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Also, the outreach person is able to understand other barriers to screening that a 
woman may face and how best to overcome those barriers. In this manner, the outreach 
person is also able to plan appropriate recruitment strategies as they know places where 
women from their communities frequent, and have contacts with community leaders and 
access to community resources.  
 
10.  Need to incorporate administrative and organizational strategies 
The voice behind the contact phone number is the most important. Outreach 
coordinators cautioned that when women call the phone number listed on a pamphlet or was 
provided the number as a referral for free screening, the person answering the phone may be 
the first contact clients have with the program. It is essential that the person can either speak 
the language of the client or be able to transfer them to another staff member who can and 
who has been trained to answer questions about the program, on issues related to breast and 
cervical cancer, program eligibility guidelines, as well as how she can go about scheduling an 
appointment and where the screening site is located. Outreach coordinators have also said to 
bear in mind that this contact could be the first contact a woman makes with the health care 
system. 
In-reach within hospitals. An outreach coordinator mentioned training hospital 
personnel (e.g. social workers, Medicaid office staff, cashiers and receptionists) to identify 
eligible women for the program. And to make sure that there is also a contact person either 
within the hospital or through other organizations that the client can call to obtain 
information about the program in her language.   
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Use of mobile mammography vans. These are effective for screening as the vans 
can go to the community and be parked at a place familiar to the women. For example, 
having the van in Chinatown, at a church, or at a community health clinic with no 
mammography facility allows women to get both a Pap test and mammogram in one day. 
Also, they do not need to navigate a very complex hospital maze to get to the screening site. 
Provide infrastructure/funding to deal with undocumented clients when they 
need further tests and treatment. Outreach coordinators have cited that they do deal with 
undocumented clients and are sometimes at a loss as to what they should do when clients do 
not have the financial means to go for further tests and/or treatment.  
What works for one outreach coordinator may not work well for another.
Outreach coordinators have cautioned that a recruitment strategy that works well with one 
outreach coordinator may not work well with another because people have different 
personalities, different status and contacts within the community. For example, an outreach 
coordinator who is the wife of a pastor is a well-respected person within the community and 
whom many women would listen to; she also has a wide range of community contacts which 
she can tap into. 
Block screening. This is when a certain time or day is set aside to screen women 
from a specific Asian ethnic group who all speak the same language so that it is easier to pool 
resources to provide linguistic and culturally appropriate services. 
Start cancer and screening awareness in high school. An Asian American 
NBCCEDP participant mentioned that talking about breast and cervical cancer should be 
started before the age when girls should be going for screening. This is so that breast and 
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cervical cancer screening becomes the norm. Moreover girls in high school may go home and 
encourage their mothers and sisters to go for screening as well. 
Patient navigation. Patient navigation is essential especially for recently-arrived 
immigrants and for clients with limited English proficiency. Outreach coordinators indicated 
that when clients know what is going to happen, their anxiety is lowered, they feel more in 
control and, are more willing to deal with obstacles. However, outreach coordinators did not 
have the resources to provide patient navigation for all clients who need it. A strategy that an 
outreach coordinator has used to overcome this is to mail three maps with the appointment 
letter to allow clients to familiarize themselves with the location of the screening site, 
location of the screening room/department and to understand the screening process/flow. 
These maps/processes can also be presented during health education seminars and outreach 
activities. These are the specifics of the three maps: 
Map 1: To show location of screening site – draw a neighborhood map of the screening site 
with major landmarks. Indicate types of public transportation if applicable. 
Map 2: To show location of screening room/department – get a map from the screening site 
(e.g. hospital) or draw one if it is not available, indicating how to enter the building and 
where the client has to go for screening. Make sure that there are both English and Asian 
languages on the maps so that if the client gets lost, she can ask an English speaking person 
to direct her to the room by pointing to the map. 
Map 3: To show the screening process/flow – it is useful to show the process in which the 
client will go through during the appointment from the moment she encounters the 
receptionist. In order to do this, follow some clients around during the appointment and draw 
the flow that they typically go through (e.g. after checking in with the receptionist, they will 
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have to wait at the waiting room, then fill out forms, watch a health education video while 
waiting to be called into the examination room). Even if there is limited interpretation for the 
client, they will know what to expect once they get to the screening site. 
For states that serve a small Asian American clientele. It is especially essential to 
create a culturally-sensitive environment not only for Asian American clients but to all 
women. A service provider explained that there is a universal code of emotional warmth, 
politeness, respect and concern for the patient. A smile goes a long way in establishing a 
relationship between provider and client. It is also important to expose providers to different 
health practices and to provide resources (e.g. articles, books, experts they can call up for 
different Asian ethnic groups etc) for them to refer to. Outreach coordinators in states with 
small Asian American clientele have stressed the importance of partnering with community-
based organizations, community groups and/or faith-based organizations who work with 
Asian American women. And finally, outreach coordinators have also mentioned that if there 
are enough resources, forming task forces are useful so that a group of like-minded people 
can be put in charge to work on addressing cultural competency issues for Asian American 
clients. 
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Aim 2:  To assess and provide recommendations for strategies used to retain Asian 
American women in the NBCCEDP 
 In this dissertation, “retention” refers to programs, service and efforts made to 
rescreen according to recommended intervals, Asian American women who have participated 
in breast and cervical cancer screening activities in the past and who still meet the 
NBCCEDP eligibility criteria.  In this section, the following topics will be discussed: 
• Types of program personnel conducting retention 
• Current retention strategies for Asian American women 
• Retention challenges 
• Components of effective retention strategies 
 
2.1 Types of Program Personnel Conducting Retention 
 Case managers were the personnel most involved in conducting retention for Asian 
American women as reported in the program director’s survey as well as the program 
administrator/service provider’s survey (Table 25). 
 From the program director’s survey, the personnel who were most involved in 
retention efforts for Asian American women in states with high Asian American clients 
include case managers (75%), outreach staff (75%) and nurses (62.5%). For states with low 
Asian American clients, case managers (61.3%) and nurses (61.3%) were the personnel most 
involved in retention efforts. In assessing the differences in the type of personnel involved in 
conducting retention efforts between states with high and low Asian American clients, the 
Fischer’s Exact Test analysis show that outreach staff in states with high Asian American 
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clients (75%) were more likely to be involved in retention efforts than outreach staff in states 
with low Asian American clients (22.6%) (p<0.05) (Table 25).   
 From the program administrator/service provider’s survey, case managers (87.5%), 
lay volunteers (87.5%), outreach staff (75%) and receptionists (62.5%) were key personnel 
involved in retention efforts in states with high Asian American clients. For states with low 
Asian American clients, case managers (75%) and receptionists (50%) were the personnel 
most involved in retention efforts. 
 Other personnel who were also involved from the program director’s survey and the 
program administrator/service provider’s survey included program coordinators, client 
navigators, contractors from the telephone enrollment center, central screening coordinator, 
health educators and data managers.   
Outreach coordinators interviewed during the site visits expressed that lay volunteers 
contributed importantly to both recruitment and retention in many ways. They assisted with 
outreach within their respective communities, provided positive word of mouth experiences 
to eligible women to go for screening, assisted with interpretation or translation of health 
education materials, transported clients, helped clients navigate the healthcare system, made 
phone calls to remind clients of their appointments, enlisted clients for their annual screening 
and answered questions about breast and cervical cancer screening. Many of these dedicated 
lay volunteers are cancer survivors or are former/current participants of the NBCCEDP who 
wish to give back to their community.    
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Table 25. Type of personnel involved in retention efforts for Asian American women – Results from the program director’s
survey (n=41) and the program administrator/service provider’s survey (n=12).
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=20)Type of Personnel Involved
in Retention Efforts States with
high Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with
high Asian
American
clients (n=8)
N (%)
States with
low Asian
American
clients (n=4)
N (%)
All states
(n=12)
N (%)
Receptionist 2 (25) 11 (35.5) 13 (33.3) 5 (62.5) 2 (50) 7 (58.3)
Case managers 6 (75) 19 (61.3) 25 (64.1) 7 (87.5) 3 (75) 10 (83.3)
Social workers 2 (25) 5 (16.1) 7 (17.9) 3 (37.5) 1 (25) 4 (33.3)
Nurses 5 (62.5) 19 (61.3) 24 (61.5) 3 (37.5) 0 (0) 3 (25)
Physician 3 (37.5) 11 (35.5) 14 (35.9) 1 (12.5) 0 (0) 1 (8.3)
Radiology/Technician 1 (12.5) 5 (16.1) 6 (15.4) 1 (12.5) 0 (0) 1 (8.3)
Lay volunteers 0 (0) 0 (0) 0 (0) 7 (87.5) 1 (33.3) 8 (72.7)
Outreach staff 6 (75)* 7 (22.6)* 13 (33.3) 6 (75) 1 (25) 7 (58.3)
Others 4 (50) 7 (22.6) 10 (25.6) 0 (0) 1 (25) 1 (8.3)
* Significant at p < 0.05 (Fischer’s exact test analysis)
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2.2 Effective Retention Strategies 
 Results from both the program director’s survey and the program 
administrator/service provider’s survey show that the top three most effective retention 
strategies are making personal phone calls to remind clients, sending reminder cards/letters 
and having case managers to manage retention efforts (see Table 26). 
From the program director’s survey, the effective retention strategies most mentioned 
for states with high Asian American clients were making personal phone calls to remind 
clients (44.4%), having outreach staff/volunteers (22.2%) and case managers (16.7%) 
manage retention efforts. For states with low Asian American clients, the most effective 
retention strategies were making personal phone calls to remind clients (43.8%), sending 
reminder cards/letters (34.4%) and having case managers to manage retention efforts (9.4%). 
From the program directors and program administrator/service provider’s survey, the 
retention strategies most mentioned for states with high Asian American clients included 
sending reminder cards and letters (46.7%) and making personal phone calls to remind 
clients (26.7%). The two most effective retention strategies for states with low Asian 
American clients include making personal phone calls (50%) and having a case manager to 
manage retention efforts (50%). 
Program directors and program administrators/service providers in those two surveys 
also cited other retention strategies that they utilized: reminder messages in mother’s day 
cards, outreach staff and volunteers tracking clients, cancer awareness workshops, health 
fairs, partnering with community-based organizations, in-house referrals by 
physicians/nurses in the same hospital/clinic as well as the use of gifts and incentives (e.g. 
subway cards, telephone cards, grocery store gift cards, manicure kits, pens, key chains).   
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Outreach staff and volunteers also make phone calls to remind clients and/or schedule 
appointments. These outreach staff and volunteers are usually bilingual and bicultural as they 
are needed to speak with clients to remind them to make appointments. They are also 
instrumental in making appointments, providing interpreter and patient navigation services. 
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Table 26. Effective retention strategies – Results from program director’s survey (n=23) and service provider/outreach
coordinator’s survey (n=9)
Program Director’s Survey (n=23) Program Administrator/
Service Provider’s Survey (n=9)
Effective retention strategies
States with
high Asian
American
clients (n=7)
N (%)
States with low
Asian American
clients (n=16)
N (%)
All states
(n=23)
N (%)
States with
high Asian
American
clients (n=8)
N (%)
States with
low Asian
American
clients (n=1)
N (%)
All states
(n=9)
N (%)
Personal phone call 8 (44.4) 14 (43.8) 22 (44) 4 (26.7) 1 (50) 5 (29.4)
Sending reminder cards/letters 1 (5.6) 11 (34.4) 12 (24) 7 (46.7) 0 (0) 7 (41.2)
Case manager to manage retention
efforts
3 (16.7) 3 (9.4) 6 (12) 1 (6.7) 1 (50) 2 (11.9)
Outreach staff/volunteers 4 (22.2) 1 (3.1) 5 (10) 0 (0) 0 (0) 0 (0
Block screening clinic 1 (5.6) 1 (3.1) 2 (4) 0 (0) 0 (0) 0 (0)
Partner with community-based
organizations/community groups
0 (0) 1 (3.1) 1 (2) 0 (0) 0 (0) 0 (0)
Patient navigation and interpretation 1 (5.6) 0 (0) 1 (2) 0 (0) 0 (0) 0 (0)
Physician referral 0 (0) 1 1 (2) 0 (0) 0 (0) 0 (0)
Gifts/incentives 0 (0) 0 (0) 0 (0) 1 (6.7) 0 (0) 1 (5.9)
Health fairs 0 (0) 0 (0) 0 (0) 1 (6.7) 0 (0) 1 (5.9)
In house referrals 0 (0) 0 (0) 0 (0) 1 (6.7) 0 (0) 1 (5.9)
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2.3 Retention Challenges 
 Table 27 shows a summary of the challenges faced when trying to get clients to return 
for subsequent annual screenings. These challenges were identified by the program 
administrator/service providers’ survey as well as interviews with outreach coordinators in 
the case study and have been placed under the most relevant cultural competency strategy 
that can potentially be solutions to the challenges (as outlined in the conceptual framework of 
this study - see Figure 4). To reduce duplication, these components have been placed in the 
category that best represents them. 
 
187
Table 27.  Retention challenges 
 
1. Need for demographic profile and assessment of needs, strengths and assets of 
the client population 
-
2.  Need for linguistic competence 
• Language barrier – in getting in touch with clients to remind them of their annual screening and 
also when they go for their screening appointment. Even if clients try to bring their own interpreter 
to the screening, it is difficult to schedule an appointment that accommodates both schedules. 
 
3.  Need for the use of lay health advisors 
-
4.  Need for culturally and linguistically appropriate health education 
materials/services 
• Lack of understanding of the importance of annual screening as clients do not understand why 
they have to continue to be screened if the results of their previous screening were negative and if 
they perceived themselves as healthy. 
 
5.  Need for partnerships with communities/community organizations 
-
6.  Need to include family and community members 
-
7.  Need to facilitate learning between providers and community 
• Issues of documentation – women who are undocumented fear that they will be found out or that 
they will not be able to afford treatment if cancer is diagnosed. 
 
8.  Need to coordinate with practitioners of traditional medicine 
-
9.  Need to develop policies to recruit and retain culturally diverse staff 
-
10.  Need to incorporate administrative and organizational strategies 
• Untraceable clients – since many clients move around a lot, they cannot be contacted through the 
phone number or address that they gave a year ago. A solution to this is to ask the client to provide a 
second phone number and/or address and tell the client that this does not have to be their home 
phone number/address but a reliable one so that they can phone/send mail to them. However, there 
are many who also move out of the state to find jobs elsewhere. 
 
• Lack of funding to rescreen women according to guidelines – there are more clients than are 
sufficient funds for screening hence clients have had to wait months or have even been delayed for a 
year to be rescreened. 
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2.4 Components Of Effective Retention Strategies 
 This section describes the results from the 1) program director’s survey; 2) program 
administrator/service provider’s survey; 3) interviews with outreach coordinators from the 
site visits and 4) interviews with Asian American women (both NBCCEDP participants and 
non-participants). Their results are grouped under the ten cultural competency strategies 
outlined in the conceptual framework (Figure 4). To reduce duplication, these components 
have been placed in the category that best represents them. The components of effective 
retention strategies are essentially an extension of the recruitment strategies mentioned 
earlier. Therefore, in this section, only those components that were not mentioned in the 
earlier section on the components of effective recruitment strategies will be added as 
described below: 
 
1. Need for demographic profile and assessment of the needs, strengths and assets of the 
client population     
Reported in conjunction with other categories. 
 
2.  Need for linguistic competence     
Reported in conjunction with other categories. 
.
3.  Need for the use of lay health advisors  
Reinforce the importance of adhering to the screening guidelines. Besides 
sending reminder postcards or letters and calling clients to remind them of their annual 
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screening, lay health advisors have been essential in letting women know about the 
importance of following screening guidelines. 
 
4.  Need for culturally and linguistically appropriate health education materials/services 
Need to mention that it is important to get screened according to screening 
guidelines even though the previous screening result was normal. Outreach coordinators 
have mentioned that some Asian American women feel that since the previous screening 
results was normal, it is not necessary to go for screenings every year. 
 
5.  Need for partnerships with communities/community organizations 
Partner with CBOs/community groups/cancer-related organizations. Since a 
familiar face is very much appreciated, it is effective to have the original outreach person or 
someone from that organization also do the reminder call to remind clients of their yearly 
screenings. This is effective as the organization is familiar to the client and the person 
making the call will be able to speak the same language as the client.  
 
6.  Need to include family and community members 
To encourage women to go for screening according to guidelines and to provide other 
instrumental support such as transportation.
7.  Need to facilitate learning between providers and community 
Having a familiar face. Anxieties are lowered when clients have a personal 
connection to a program personnel (e.g. outreach coordinator or case manager). Retention is 
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much easier when program personnel personally call clients to remind them of annual 
screenings 
 
8.  Need to coordinate with practitioners of traditional medicine 
Reported in conjunction with other categories. 
 
9.  Need to develop policies to recruit and retain culturally diverse staff 
To provide opportunities for appropriate job promotion/salary increment within 
the same organization. This is so as to keep the turnover rate for bilingual and bicultural 
staff low. 
 
10.  Need to incorporate administrative and organizational strategies 
Develop a system to track clients who have moved. Since recent migrants tend to 
change addresses and phone numbers frequently, it is essential to set up a system to contact 
clients in the event of these changes. For example, one organization asked clients to provide 
a second telephone number of a family member or friend whom they could call if clients 
changed phone numbers. 
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Aim 3: To assess and provide recommendations for strategies used to provide screening 
services to Asian American women in the NBCCEDP 
 In this dissertation, the term “service delivery” connotes the provision of breast and 
cervical cancer screening services to Asian American women in the NBCCEDP.  In this 
section, the following topics will be presented: 
• Service delivery challenges 
• Challenges that Asian American women face when accessing screening services 
• Types of services offered to Asian American women to address cultural and linguistic 
barriers 
• Components of effective service delivery 
 
3.1 Service Delivery Challenges 
Table 28 shows a summary of the challenges faced by service providers when 
providing screening services to Asian American women. These challenges were identified by 
the program administrator/service providers’ survey as well as interviews with outreach 
coordinators/service providers during the site visits and have been placed in the most relevant 
cultural competency strategy that can potentially be used to overcome these challenges as 
outlined in the conceptual framework of this study (Figure 4). To reduce duplication, these 
components have been placed in the category that best represents them. 
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Table 28.  Service delivery challenges 
 
1. Need for demographic profile and assessment of needs, strengths and assets of 
the client population 
• Unable to assess interpreter need as no recent needs assessment had been completed to find 
out demographic change as well as the languages that their clients speak. 
 
2.  Need for linguistic competence 
• Language barrier – There is a major difficulty in providing services without interpreters. There are 
also difficulties when family members (especially children) are providing interpretation for 
questions that are personal in nature. Also service providers say that when Asian American women 
receive the results of their screening tests and require further recommended diagnostic tests, they do 
not follow up on these tests as they do not understand what these tests are for due to lack of 
interpreters. 
 
• Barriers to providing interpreters – Service providers mentioned the following barriers towards 
providing interpreters:  inadequate budget, unable to find suitable interpreter services, difficulty 
coordinating interpreter services, providers are unable to identify relevant Chinese dialects, no 
resources to train interpreters on medical terms, and the inability to provide relevant interpreters 
when the need arises.   
 
3.  Need for the use of lay health advisors 
-
4.  Need for culturally and linguistically appropriate health education 
materials/services 
-
5.  Need for partnerships with communities/community organizations 
-
6.  Need to include family and community members 
-
7.  Need to facilitate learning between providers and community 
-
8.  Need to coordinate with practitioners of traditional medicine 
• Difficulty in getting Asian American women to tell providers what herbs or other treatment 
they are receiving from practitioners of traditional medicine. 
 
9.  Need to develop policies to recruit and retain culturally diverse staff 
• Not enough bilingual providers 
 
10.  Need to incorporate administrative and organizational strategies 
• Not enough time allocated during screening appointment to allow for interpreting and to be 
more sensitive to the needs of Asian American women (e.g. meeting their modesty needs, 
explaining procedures) 
• Hard to locate patients as they keep changing phone numbers/addresses.  Also some patients 
never come back for treatment and are lost to follow up. 
• Concept of time is different – Asian American women are not always punctual for 
appointments and this causes a problem with scheduling. 
• Asian American women do not want to be seen by male providers for breast and cervical 
cancer screening 
• Difficulty in getting Asian American women through the hospital system – especially with 
patient navigation 
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3.2 Challenges That Asian American Women Face When Accessing Screening Services 
Asian American women were asked during the interviews why they thought they or their 
friends and other Asian American women were not going for screening. They were also 
asked about concerns they had about screening and to provide feedback about their screening 
experiences. The challenges that Asian American women face when accessing screening 
services are categorized according to the ten cultural competency strategies outlined in the 
conceptual framework (see Figure 4) that can potentially overcome these challenges. To 
reduce duplication, these components have been placed in the category that best represents 
them. 
 
1. Need for demographic profile and assessment of needs, strengths and assets of the 
client population     
Feel they have no right to complain/do not know how to raise complaints. Clients 
do not feel that they have a right to file a complaint or raise their complaints with the 
screening site when they are not satisfied with how their exam went or if they encountered 
difficulties. They believe they do not have a right to complain or that they should put up with 
the difficulties and uncomfortable feeling because they feel that they should be appreciative 
of the free/low cost screening. They also are fearful of the healthcare system and do not 
know to whom they should talk about any complaints. Clients who are undocumented will 
not be as outspoken for fear of being caught for immigration violations.  
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2.  Need for linguistic competence     
Women who could not speak English were concerned that they will not be able to 
make appointments, go to the hospital or understand the doctor.   
Interpreters are important. Women found the experience was positive if an 
interpreter was present because they could understand what was going on. 
 
3.  Need for the use of lay health advisors  
Women felt that was not necessary to go for screening if one was not sexually 
active. This is illustrated by a quote from a non participant Vietnamese woman: 
I think many Asian women, including Vietnamese women, coming from traditional 
culture, having your body examined is like your pureness is being broken and there is 
no way at age 18, I am going to check myself out and going to somebody to do the 
exam.  In their eyes, you are breaking something which is very sacred.  So as long as 
that person is not sexually active and preserving their purity, within the Asian culture, 
that is probably one of the main factors that will prevent people from going for this 
exam. (Non participant Vietnamese woman living in California) 
 
4.  Need for culturally and linguistically appropriate health education materials/services 
 Many Asian American women reported that they did not know where to go for 
screening and when they did find out, they did not know how to get to the screening site or 
were worried about making an appointment as they were not fluent in English. Many women 
were also deterred from screening as they found the American healthcare system confusing 
and unfamiliar. Women who had not been screened in the U.S. mentioned that they did not 
know how much the screenings would cost and whether they would be able to afford them. 
When women found out that there were free or low cost screenings for low income women, 
they were not sure if they were only for U.S. citizens. And some did not want to go for the 
free screening as they felt that there was an ulterior motive for the government to be offering 
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free screenings to them. Finally, some women thought that if they were to take advantage of 
these free services from the government, they would jeopardize their chances of getting their 
green card or citizenship papers as they would become a burden to the country by accepting 
these free screenings.  
 
5.  Need for partnerships with communities/community organizations 
Reported in conjunction with other categories. 
 
6.  Need to include family and community members 
Family support is crucial. An Asian American woman mentioned that she did not go 
for screening because there was no family support. Other women also mentioned that family 
support in terms of transportation, emotional support as well as interpretation was been 
important.  
 
7.  Need to facilitate learning between providers and community 
 Difficulties women face. Some of the difficulties that women face include not being 
able to find transportation to the screening site, that the screening site was not located in a 
convenient place, that women could not take time off from work to go for screening and that 
they feared encountering a male physician who would do the exam. Also Asian American 
women who were undocumented were worried that they would be found out if they 
registered to get screened. 
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Embarrassment about taking clothes off. Many women feel very embarrassed 
about taking their clothes off. The embarrassment is more acutely felt by elderly woman as 
illustrated through this quote: 
One of my relative, she was sick and in her fifties and not sure if the condition of her 
cervix was okay.  She came to my house and told me that she was embarrassed.  She 
said that she is half a century year sold and she still needs to pull down her pants to 
let other people see.  So everyone say the same thing and due to this, many people are 
not going for check-ups.  (NBCCEDP Participant, Taiwanese woman living in New 
York) 
 
Problems navigating the healthcare system. Women feel better going for screening 
in their home country because they know the healthcare system and the rules and regulation. 
Basically, they know what is going to happen and they can also ask questions in their own 
language. Whereas going for screening in the U.S. is scary as everything is so foreign and 
they are not fluent enough to ask questions in English: 
And we are used to the Korean hospital system.  That’s why we knew… oh next 
station if something happen, we can get it.  That’s why, we don’t have any scared of 
things.  But right now, we don’t know the society rules or system.  So that’s why we 
have some kind of phobia because nothing we cannot know…  Down here [referring 
to the U.S. healthcare system], they always have kind of upset and scary.  
(NBCCEDP Participant, Korean woman living in New York) 
 
Women mentioned that they did not want to come back for screening again and 
again if the test was normal. They felt that by doing so, the physicians were unethical and 
wanted to take advantage of them for the sake of making money: 
Yes, there were a few times when I visited the doctors here for normal checkups.  
There was nothing wrong and yet they keep telling me to go back to see them, 
making me spend a lot of money.  There was nothing wrong based on the tests and 
yet they keep telling me to go back and take x-rays.  I told them that I have nothing 
wrong.  Doctors are all like that – they all want to make money.  I am not lying to 
you.  A lot of people have the same encounters too.  When you go and visit them, 
they do not explain to you but ask you when you are coming back to see them again.  
So you do not know what you are seeing them for.  Sometimes you also don’t 
understand the English terms used by the foreigners [referring to Americans].  You 
can still understand the easy words but difficult ones you may find it hard to 
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understand.  They ask you to come back and see them again and I told them that I 
don’t want to come back again as there is nothing wrong.  (NBCCEDP Participant, 
Taiwanese woman living in New York) 
 
Women expressed concerns regarding privacy and did not want a provider of 
the same ethnic background to perform the exam as word can get around within the 
same community. Two Chinese women from Singapore and Macau explained:   
Woman A: It was because I don’t know the people [referring to healthcare 
providers] there [referring to screening site] that I went.  I do not want 
to go to someone I know…  
Woman B:   Because it is less embarrassing. 
Woman A:   Because it is a very private thing and so you want someone you don’t 
know so that if there is something wrong, no one would know, only 
you would know.  But mostly, it is because of privacy and you want 
someone you don’t know at all. 
Interviewer:   What about the ethnicity of the nurse doing the exam?  Do you prefer 
that it is someone who is of the same ethnicity? 
Woman A:   Different ethnicity 
Woman B:   Different ethnicity.  Actually it doesn’t matter but if I had a choice, I 
won’t go for Chinese. 
Woman A:   Yeah.  You know, the world is so small. 
 
(2 Non-NBCCEDP participants, a Singaporean and Macau woman living in 
California) 
 
Some women preferred a provider of the same ethnicity. Other Asian American 
women interviewed (especially those with limited English proficiency), preferred to go to a 
provider of the same ethnicity so that they would have no problems with language issues and 
that they would be more familiar with someone of the same ethnic background. 
Need for providers to explain screening procedure. There is a need to explain what 
is going to happen during the exam and what the client should do during the procedure. 
When providers do not have eye contact or speak to them, clients feel that it is very awkward 
and they feel more anxious and nervous and do not feel that it is a satisfactory exam. They do 
not want to be ignored or feel out of control of the screening process by not knowing what is 
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happening. It is especially essential to explain the procedures very clearly to clients who are 
going through her first Pap test or mammogram as they are extremely nervous, anxious and 
fearful of what will happen to their bodies during the exam. 
Painful mammograms. A Chinese woman encountered a mammogram experience 
that was painful and the experience was not a pleasant one as no acknowledgement or effort 
was made to reduce the pain as illustrated by this quote: 
When I told the nurse that it was very painful, she was not polite and scolded me.  As 
Asian women generally have smaller breasts, the nurses exert great force to pull and 
pull.  It was really unbearable. When I told the nurse about the pain, she ignored me. 
Because if she continued to pull the inside, it will damage our bones inside. When the 
machine is in use, it continuously scrapped against the bone and so I told the nurse 
that it was very painful, I cannot tolerate the pain anymore and yet the nurse told me 
not to move. She even commented that she knew what she was doing and she was the 
medical personnel not me. So I had to endure the pain till the end of the check-up and 
forget about it. But after the X-ray (mammogram) was taken, I felt great pain. It was 
really painful, especially because my breasts are not big so the machine had been 
scrapping against my bone and it was very painful… This is a flaw and it induced fear 
in me with regards to having a mammogram. I felt that it was a torture. (NBCCEDP 
Participant, Chinese woman from Singapore living in New York) 
 
Lower level staff are problematic. Lower level staff such as receptionists need to be 
trained to be courteous, helpful and to understand the problems that Asian American women 
have with navigating the screening site:  
As for the lower level staff, I do not understand but it seems to me that the lower level 
management is more problematic. They delay or do not listen to you but ask you to 
wait, wait, and wait. This is a problem I face… Registration is very poor. When you 
first arrive at the hospital, you need to queue up for registration. Usually you are 
requested to get a queue number and wait. When I wanted to find out if this is the 
right queue, the registration person did not bother about my question and just told me 
to wait.  As a result, in a lot of cases, things are not settled. Only when your queue 
number is called, you are told that you are not in the right queue and that you are in 
the wrong place. This results in you having to spend another hour to queue again. So I 
find that the lower level staff who are handling the registration process are not patient 
in answering patients’ questions. When you have a question, they ignore you and only 
ask you to queue and wait.  (NBCCEDP Participant, Chinese woman from Singapore 
living in New York) 
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8.  Need to coordinate with practitioners of traditional medicine 
Reported in conjunction with other categories. 
 
9.  Need to develop policies to recruit and retain culturally diverse staff 
Reported in conjunction with other categories. 
 
10.  Need to incorporate administrative and organizational strategies 
Reported in conjunction with other categories. 
 
3.3 Types Of Services Offered To Asian American Women To Address Cultural And 
Linguistic Barriers 
In this section, the following types of services are discussed: clinic operations outside 
traditional office hours, mobile screening units, Asian language signs in clinics, hotlines and 
appointment lines in Asian languages, public/private transportation from Asian 
neighborhoods to screening sites, screening site located near Asian neighborhoods, block 
screening, in-house staff training, interpreter services and cultural competency training. 
Cultural competency training for staff has been included in this section as this type of 
training potentially has an impact on how program staff can provide services that are 
culturally and linguistically appropriate to their clients. 
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Clinic Operations Outside Traditional Office Hours 
 To address the needs of working woman as well as to the convenience of others, 
screening sites have screening appointments outside of traditional office hours – during early 
mornings, evenings and on weekends.   
 Interviews with outreach coordinators during the case study revealed that special 
block screening slots were very popular so that Asian American women who speak the same 
language can be screened at a specific time. These block screening slots are very popular on 
Saturdays and in the early evening hours on a weekday so that resources can be pooled 
together, especially for interpretation, patient navigation and transportation to and from the 
screening site. 
 
Mobile Screening Units 
 Mobile screening units allow for screening opportunities to travel to locations 
familiar to Asian American women. Mobile vans can be parked in the middle of Chinatown 
or in the parking lot of an Asian supermarket. Other mobile units have engaged the use of 
facilities at churches and private learning centers operated by an Asian American woman 
where parents send their children for after school classes. These venues are ideal for mobile 
vans and mobile units to operate from as Asian American women are familiar with these 
locations and are also convenient for them to get to. 
 In the case study interviews, outreach coordinators mentioned that their Asian 
American clients liked mobile units as they can be set up at places where Asian American 
women are familiar with, are convenient for them to get to and feel safe at. Examples of 
places that have been mentioned include faith-based organizations (e.g. churches and 
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temples), ethnic based grocery stores (e.g. Chinese supermarket), community-based 
organizations, in Asian neighborhoods (e.g. Chinatown) and even at a private learning center 
run by an Asian American woman where parents send their kids for after school academic 
programs. An outreach director illustrated this in her interview: 
And the other thing is that people who are in _______ [name of an area which is 
densely populated with Asian businesses and neighborhood], for example, they don’t 
want to go outside of their neighborhoods. They don’t want, as she said, they don’t 
want to come here [referring to the office of an organization that does outreach for the 
NBCCEDP which is not located near the Asian neighborhood], for example to get 
screened. They say “Oh no. I don’t know the place,” and they won’t go. So what we 
do is we coordinate our portable unit events – which is we take the mammogram 
machine from the hospital to a community organization, and we contact the 
community leader, and we recruit women, you know, from that organization or 
anyone who is interested and we bring the machine there and we screen women in 
that organization.  So those women, they know the place… They feel secure…   
 
So like the church is the best, actually one of the best places to go because – first 
because they feel secure in churches and they say “church” and they just, you know, 
go whenever, wherever. And actually the church leaders are very, kind of, powerful 
to them. So if the church leader starts recruiting the women in the church, they’re 
much more likely to go, you know, for a mammogram. (Director of outreach)   
 
Also, an outreach coordinator mentioned that having the mobile screening van parked 
in the middle of a Chinese neighborhood in an urban area is also an advertisement for breast 
and cervical cancer screening. They have many enquiries about screening from Asian 
American women who see the parked mobile screening van while walking past the van. 
 
Asian Language Signs In Clinics 
 Having signs in Asian languages at screening sites allows for clients to navigate 
easier around the facility. During the site visits, health centers that cater primarily to a 
specific Asian ethnic group were seen to have signs in the relevant languages. For example in 
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a community health center located in the middle of Chinatown, signs were in both Chinese 
and English.   
 
Hotlines And Appointment Lines In Asian Languages 
 Offering hotlines and appointment lines in Asian languages provide Asian American 
women who have limited English proficiency an opportunity to access the healthcare system 
by making an appointment for screening and/or by asking questions about screening (e.g. 
where screening locations are held, whether there will be language assistance provided 
during the appointment etc).  
During interviews with outreach coordinators during the case study, hotlines were 
very popular and were run primarily by cancer-related organizations like the American 
cancer society and by the state NBCCEDP. These hotlines were manned by both staff and 
trained volunteers. Many of these volunteers were breast cancer survivors who have received 
support from the organization when they had cancer, and wanted to give back to the 
organization as illustrated by this quote:   
I had breast cancer so I think after all the treatment and everything, I decide maybe 
there is something I can do for them so I contacted _____ (name of organization) in 
New York city and they referred me here because this location here only has a 
Korean department so they referred me here… Yah, maybe my voice may be stronger 
than people who don’t have breast cancer. Yah, maybe, that’s what I am hoping for. 
(Breast cancer survivor who volunteers manning a hotline) 
 
An outreach director explained how their Korean hotline was introduced many years 
ago to overcome the language barrier and to provide information on cancer-related issues.  
Now the hotline is widely used by the Korean community as explained by her quote: 
It’s the famous phone line. So, but the phone number is not easy to remember, but 
anyway, everybody knows – almost everybody knows it in this society – in this 
community, they, that if they make phone calls through that line, they get help in 
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Korean… It’s 9 to 5, Monday through Friday that the machine is on. But all the 
information they have – once they are diagnosed with cancer they want help, they get 
some – seek for help from us and at the same time screening referrals, and then, 
anything, workshops. Even, like, they call us to ask which doctor is best for them. 
Even though they are not diagnosed with cancer, they want the information from us.  
Every information that is related to their health, they call us… And then we have 
volunteers coming every day – almost every day. Three volunteers come to our 
office, and then they help us out getting phone calls – like taking phone calls. 
(Director of outreach) 
Public/Private Transportation From Asian Neighborhoods To Screening Sites 
 Transportation is a major issue especially in non-urban areas where public 
transportation is not very well covered. Interviews conducted in New York City with Asian 
American women revealed that because of the extensive subway and bus coverage, 
transportation was not a barrier to get screening. This differed from interviews conducted in 
other non-urban areas where women had to depend on family, friends, volunteers and 
outreach coordinators to drive them to their appointments. There were also some programs 
that contracted with taxi companies and who either paid the taxi company directly or 
reimbursed women if they took a taxi.   
 
Screening Site Located Near Asian Neighborhoods 
When screening sites are located in or near Asian neighborhoods, Asian American 
women do not have to travel far. One service provider explained that the Chinese women 
who came to their clinics would only go to a clinic which was located in Chinatown. They 
would not go to a clinic which was only a few blocks away from Chinatown as they are 
reluctant to leave familiar territory. Even if a clinic was located in a public housing 
development with a large Asian American population, it took a while for clients to gain trust 
and to start going to the clinic. A service provider explained:  
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When our African American patients trust our services, they’ll travel miles and miles 
to come here whereas the Chinese and some of our Asian patients, it takes a lot for us 
to pull them out of Chinatown, out of the area they’re comfortable.  So it’s difficult 
for us to connect with them. (Service provider)    
 
Block Screening 
 Block screening refers to a screening time that has been set aside to screen women 
who speak the same language. An example at one of the case study sites show cases a block 
screening session once a month on a weekday evening. During this time, clients who speak 
the same language (e.g. Mandarin Chinese) are given appointments. Appropriate bilingual 
health care providers, interpreters, health educators, outreach coordinators and other 
volunteers assist with transportation, fill out registration forms, provide health education 
sessions, provide patient navigation through the screening process and interpretation 
throughout the appointment when necessary. The advantage of block screening is that 
resources can be concentrated during that time to support the Asian American women who 
speak that particular language.   
Clients who had appointments during block screening reported that they liked block 
screening as there is much better coordination and language assistance. Clients also preferred 
being with other Asian American women who spoke the same language as them, providing a 
much friendlier atmosphere and hence a less isolating experience. Providers also found block 
screening useful and more efficient as illustrated by the following quote:  
Bring women in at specific times, like in groups of women so that it makes them 
more comfortable because there are other Asian women there and our staff is 
concentrated so that the staff that are needed at that time are brought to the clinic as 
needed and that we coordinate them with the hospital staff who may not have as 
many resources to make these women feel comfortable so that we can all have their 
tests done in the same half day or the same day. It also makes it special because the 
women come knowing that there are other Asian women there and that they’ll never 
be alone if they have a question or issue or concern. And everything is expedited and 
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taken care of all in a short amount of time. They are all waiting at the same time and 
they have their appointments all in one afternoon and they all go get their 
mammogram and Pap tests all together. They come at staggered times. All the 
Chinese women will be there on Tuesday mornings so they’ll come staggered during 
the day. And there’ll be someone there to meet them there who speaks Chinese and 
they’ll all be pre-registered so that they won’t have to go through the questions 
procedures that most people have to go through when they get to the doctor’s office. 
And for a lot of the tedious issues, they are taken care of before they even come in. 
Their only job is to show up, get the procedure done and then go home.  (Service 
provider)  
 
In-House Staff Training 
In-house staff trainings have been held at organizations. This type of training has the 
potential to improve services and organizational structures within the healthcare facility to 
cater to the specific needs of their clientele. In the program administrator/service provider’s 
survey, the director of a health center mentioned that in his health center, there is a weekly 
in-house staff training where providers get together to do case evaluation of clients and to 
review cross-cultural issues faced as illustrated in the following quote:   
We talk about issues from the first contact of the patient to the discharging of the 
patients/or the patients leaving the clinic.  Also, the physical aspects of the clinic 
which may be daunting or the physical aspects of the patient encounter that may be 
different as different patients have different backgrounds. Examples of the physical 
aspects of the clinic that may be daunting include placement of doors and how you 
call people’s names… The facility that we’re in just changed their signage, so the 
signs are now in English, Spanish and Chinese… Other physical aspects include 
space position between provider and patient, modesty requirements of patients, how 
to address patients, family dynamics – who accompanies them to their visits, what 
information is shared by the provider in front of the family and not in front of the 
family, issues of grandchildren sometimes coming in with the elders, or what days 
they can come based on work schedules and profession.  (Director of a health center)  
 
An outreach coordinator interviewed during the case study mentioned a cultural 
healing team that has been used in the hospital where she is based in to increase cultural 
competency. These cultural healing teams work within a hospital and go from one 
department to another providing training and discussion on cultural competency issues that 
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pertain to that specific department. For example, issues to be discussed in the oncology unit 
differ from those of the labor and delivery unit. Through these discussions, changes to the 
unit’s procedures are fine-tuned to provide culturally-competent services to Asian American 
women. 
 
Interpreter Services 
 The provision of interpreter services is extremely important for both service providers 
and clients with limited English proficiency to communicate with each other. Otherwise, 
miscommunications and misunderstandings between provider and client can create mistrusts 
as an outreach director revealed:   
Sometimes they have miscommunication, misunderstandings. Sometimes they get 
wrong messages from the doctors. Well, when I’m saying “wrong message,” is – the 
women speak a little language [referring to English language], but they don’t 
understand. They think they do understand, I mean, most of the part. They interpret it 
in the wrong way.  So that’s why they get a wrong message from the doctors. And 
then they call us complaining about the doctors. And then – you know what I mean – 
and then spread the word out like saying that “____ [name of outreach organization] 
referred me to this hospital, and then I went to the hospital and the doctor in the 
hospital is a false, and then he gave this information such and such.” Like that. We 
have had, like, how many times, those experiences? Very bad. Well at one point that 
we trusted what the patient said because we thought the doctor was not right to give 
that wrong information, but we all found out – I mean I had to make the decision to 
send one of our staff to the hospital with a patient, to stay together with the patient all 
day long, and then we found out that she misunderstood. You know, 
miscommunication. And then her English level, understanding level is not that great. 
(Director of outreach) 
 
An outreach staff who is herself a trained interpreter reported that young children 
have been brought in as interpreters and this created a problem especially when 
gynecological problems were being communicated about as illustrated in the following 
quote: 
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Many times many places they don’t have interpreter available and I don’t know 
whether those providers know about Title 6 that you mentioned or not.  A lot of times 
they don’t find interpreters there for you, so when the patient go there, patient always 
have to bring your own interpreter and who is their own interpreter?  Their kid.  And 
little children who can speak a little bit of English, and sometimes women, you 
having women problems, they bring their young man go with them.  Or a men’s 
problem, a little girl, young girl go with them and a lot of interpretation been missed 
and then they misinterpreted because of sensitive issue… So it’s a lot of 
misinterpretation going on in the community. (Outreach staff/trained interpreter)  
 
Providing interpreter services are extremely important. In this section, a summary of 
the survey results will be presented on the issues related to the provision of interpreter 
services, the types of interpreter services, the Asian languages available as part of the 
interpreter services, the effectiveness of interpreter services as well as the barriers to 
providing interpreter services.   
 
Types of interpreter services. The type of interpreter services available for Asian American 
women are summarized in Table 29.  
Results from the program director’s survey reveal that telephone interpreter service is 
the most commonly available interpreter services for both states with high Asian American 
clients (87.5%) and states with low Asian American clients (51.5%). Telephone interpreter 
services include the AT&T language line. Program directors have mentioned that telephone 
interpreter services can be cumbersome and time consuming; however, sometimes it is the 
only option available to bridge the language difference between provider and client.   
Results from the program administrator/service provider’s survey show that in states 
with high Asian American clients, bilingual and bicultural outreach coordinators (92.3%) are 
the most instrumental in providing interpreter services. In states with low Asian American 
clients, community volunteer interpreters (62.5%), telephone interpreter services (62.5%) and 
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bilingual staff (excluding bilingual and bicultural outreach coordinators) (62.5%) are the 
most important types of interpreter services available for Asian American women.   
In assessing the differences in the types of interpreter services available for Asian 
American women between states with high and low Asian American clients, the Fisher’s 
Exact Test analysis for the program director’s survey reveal that bilingual staff (excluding 
bilingual and bicultural outreach coordinators) in states with high Asian American clients 
(62.5%) were more likely to be a type of interpreter service than in states with low Asian 
American clients (0%) (p<0.05) (Table 29). For the data from the program administrator and 
service providers’ survey, bilingual and bicultural outreach coordinators were more likely to 
be a type of interpreter service in states with high Asian American clients (92.3%) than in 
states with low Asian American clients (37.5%) (p<0.05) (Table 29).   
 Other types of interpreter services mentioned in the program director’s survey and the 
program administrator/service provider’s survey include the use of bilingual and bicultural 
lay health advisors as interpreters, the use of family members (especially daughters), friends 
(especially female friends), other staff taken away from their duties to provide interpretation 
and professional interpreters from an interpreter agency. 
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Table 29. Types of interpreter services available for Asian American women – Results from program director’s survey (n=41)
and the program administrator/service provider’s survey (n=21).
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=21)
Types of interpreter services States with high
Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with high
Asian American
clients (n=13)
N (%)
States with low
Asian American
clients (n=8)
N (%)
All states
(n=21)
N (%)
In-house interpreters 5 (62.5) 11 (33.3) 16 (39) 2 (15.4) 4 (50) 6 (28.6)
Ad hoc on-call interpreters 5 (62.5) 11 (33.3) 16 (39) 4 (30.8) 3 (37.5) 7 (33.3)
Community volunteer
interpreter
4 (50) 15 (45.5) 19 (46.3) 4 (30.8) 5 (62.5) 9 (42.9)
Telephone interpreter service 7 (87.5) 17 (51.5) 24 (58.5) 5 (38.5) 5 (62.5) 10 (47.6)
Bilingual staff (excluding
outreach coordinators)
5 (62.5)* 0 (0)* 5 (12.2) 11 (84.6) 5 (62.5) 16 (76.2)
Bilingual/bicultural outreach
coordinators
0 (0) 0 (0) 0 (0) 12 (92.3%)* 3 (37.5)* 15 (71.4%)
Others 5 (62.5) 3 (9.1) 8 (19.5) 4 (30.8) 1 (12.5) 5 (23.8)
* Significant at p < 0.05 (Fischer’s exact test analysis)
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In one of the case study sites, the health department provided per diem interpreters to 
assist with interpretation during screening among Korean women. Staff at the health 
department also realized that when a person becomes an interpreter, that person’s status rises 
within the community and becomes well respected, especially if they were given name tags 
and business cards which they found was important in the Korean community. The following 
quote illustrates the good experiences the health department had with these per diem 
interpreters.  
And the way we handle the language issues is that we have probably 4 or 5 per diem 
Korean interpreters at a time that work with us… And we’ll have them meet the 
nurses at the hospital and do interpreting as we go through the intake process, signing 
the informed consent form, being in the room with the nurse practitioner behind the 
drape, answering questions if the nurse practitioner notices something that’s atypical. 
And we only pay these women and men $14 an hour and you think we’re paying 
them 3 times that amount because they’re very devoted to the work, the program. 
They’re very enthusiastic, and they’re very grateful for the chance to work for the 
government and to serve their people here too. One of the things that they’re most 
thrilled about is their official I.D… oh it really, it gives them status in the community 
and that’s part of why they stick with us and do this job…  so there are certain 
symbols – business cards, and the name tag that looks official, that are very 
meaningful to them. (Health department personnel)   
 
Another health department personnel at a case study site reported that it was very 
important to provide training to interpreters so that interpreters know not only what is 
expected of them during interpretation but also that the interpreter does not add their own 
thoughts and opinions during the interpreting. The other important aspect of training is to 
explain the need to protect the privacy of the client, to keep the interpretations confidential 
and not to pass judgments when interpreting as mentioned in this quote by a heath 
department staff about their interpreters: 
And then another useful way that we use them [referring to interpreters] is when the 
results comes back.  If we have abnormal Pap tests or something like that, and it’s 
something that needs to be discussed with the client, we have the ability to do three 
way calling here or conference calling.  So the nurse will call the interpreter at home, 
211
and then together they’ll call the client.  And the nurse will say to, she’ll say, you 
know – “Mrs so and so, your Pap test are this.”  And then the interpreter’s been 
trained to repeat exactly that to the client.  We had trouble in the beginning where 
they wanted to embellish and you know, they’d go on and on and the nurse would be 
going “What are you saying? What are you saying?”  And there was one in particular 
that was very fond of doing that.  She had to throw her 2 cents in about everything 
and we didn’t know what she was saying.  So when we put them, through the training 
process, we really try.  They’re not professionally certified by the U.N. or anything 
that kind of level.  So we really do try to emphasize certain points with them, and that 
is one, is: “You repeat what the nurse says and just repeat that.  Don’t put anything 
else in, that are your thoughts.  And then when you respond to the nurse for the client, 
please do it the same way.  And we also had to train some of them, they meant well, 
sometimes they would have, they’d make their own conclusions about things and you 
could see some, like remnants of their own – I don’t know what the word is – 
prejudices.  I remember somebody had that – having a yeast infection.  And all we 
had to tell her was to go out and buy the _____ [name of medication] over the counter 
and use it.  And the interpreter said to me “Oh, well her husband’s in Korea.  She 
must be fooling around.”  And you know those are the kind of things that we 
wondered if they were saying to the client on the phone too – “Well, you have a yeast 
infection.  Were you fooling around?  We know your husband’s been in Korea the 
last five years.”  And they make, they jump to these conclusions, or they have these 
assumptions that are incorrect and we’ve had to kind of learn to be firm with them, 
almost talk to them like children sometimes you know?  (Health department staff) 
 
Effectiveness of interpreter services. Program directors were asked in the program 
director’s survey how effective they thought the interpreter services were for Asian American 
clients in the state. On a scale from “1” (not at all effective) to “5” (extremely effective), 
24.4% of the program directors gave a rating of “4” as the most frequent rating (Table 30). In 
states with high Asian American clients, the most frequent ratings were “4” (25%) and “5” 
(25%). While in states with low Asian American clients, the most frequent rating was “4” 
(24.4%).   
 The same question was asked in the program administrator/service provider’s survey.   
Results showed that 75% of program administrators/service providers thought that the 
interpreter services were “very effective” (rating of “5”) (Table 30). This was also the same 
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rating that program administrators and service providers gave for states with both high 
(76.9%) and low (71.4%) Asian American clients. 
The consistent rating of “very effective” that program administrators and 
service providers provided for the effectiveness of their interpreter services may be 
due to the fact that 64% of the program administrators/service providers were mostly 
bilingual themselves and were already providing the interpretation service. Also, 
because many of them work in communities based organizations or are from the same 
community as their clients, they already have access to community resources and are 
able to mobilize these resources for interpreter services.   
Interviews with outreach coordinators during the case studies revealed that the 
majority of outreach coordinators were themselves effectively bilingual and also had a pool 
of volunteers whom they can call upon when interpreters are needed usually during block 
screening days. These bilingual outreach coordinators also had contacts and resources within 
the community and could recommend screening sites with bilingual providers to partner with 
the NBCCEDP for screening services thus eliminating the need for interpreters.     
 When program administrators and service providers were asked why they thought 
that their interpreter services were effective, the following four quotes highlight the reasons 
why they thought the interpreter services were effective: 
Most of the staff are first generation Chinese from Hong Kong, Taiwan and it’s their 
mother tongue so they can speak the language of their clients. Volunteers are from 
church and so they organize themselves very effectively because they all belong from 
one church and all are friends and know each other, so there is good rapport among 
volunteers and can work more effectively that way. (Program administrator) 
 
We have multi-cultural, multi-lingual staff. It is effective in the sense that the 
providers do speak the dialects and are able to use the terms. They are not totally 
effective in that we don’t always have a physician who can speak the dialect and 
sometimes there would be a clerical member or non medical person who can speak 
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the dialect to interpret so it’s not 100% effective as the words don’t mean the same 
[i.e. they don’t know the medical terms]. It’s hard to find nursing/medical staff who 
can speak the different Chinese dialects. (Program administrator) 
 
Makes patient feel comfortable and also they understand the tests that they are going 
to have. Indian women are always afraid and shy. If you speak their own language, 
they will trust you. (Outreach coordinator) 
 
Barriers for Korean women in the hospital is the language barrier. Even though the 
screening is free, Korean women hesitate to go because of the language barrier so the 
solution is to send the interpreters. ______ [name of organization conducting 
recruitment] has a pool of volunteers who have been trained as interpreters. Women 
are basically confused about hospital procedures, what exams they are going to get 
and filling out forms. The interpreters help as they help the woman to navigate the 
healthcare system, assist her to go from room to room and to help with filling out 
forms. (Program administrator) 
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Table 30. Effectiveness of interpreter services available for Asian American clients - Results from the program director’s
survey (n=41) and the program administrator/service provider’s survey (n=20).
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=20)
Effectiveness of interpreter
services
States with
high Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with
high Asian
American
clients (n=13)
N (%)
States with low
Asian American
clients (n=7)
N (%)
All states
(n=20)
N (%)
1 – Not at all effective 0 (0) 1 (3) 1 (2.4) 0 (0) 0 (0) 0 (0)
2 - 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
3 – Somewhat effective 1 (12.5) 3 (9.1) 4 (9.8) 1 (7.7) 0 (0) 1 (5)
4 - 2 (25) 8 (24.2) 10 (24.4) 2 (15.4) 2 (28.6) 4 (20)
5 – Very Effective 2 (25) 4 (12.1) 6 (14.6) 10 (76.9) 5 (71.4) 15 (75)
Don’t know 3 (37.5) 13 (39.4) 16 (39) 0 (0) 0 (0) 0 (0)
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Barriers to providing interpreter services. Major barriers to providing interpreter 
services that were reported in the program director’s survey and the program 
administrator/service provider’s survey are summarized in Table 31. 
From the program director’s survey, states with high Asian American clients reported 
that the major barriers to providing interpreter services to Asian American clients were lack 
of interpreters (50%), unable to find suitable interpreter services (50%), difficulty in 
coordinating interpreter services (50%) and that the population was too small to request for 
interpreter services (50%). For states with low Asian American clients, the major barriers 
were that the population was too small to request for interpreter services (72.7%) and 
inadequate budget (37.5%).  
From the program administrator/service provider’s survey, states with high Asian 
American clients reported that the major barriers to providing interpreter services for Asian 
American clients were inadequate budget (69.2%) and lack of interpreters (69.2%). While the 
major barrier for states in low Asian American clients was that the population was too small 
to request for interpreter services (60%) and inadequate budget (40%). 
Other barriers to providing interpreter services for Asian American clients that was 
brought up in the program director’s survey and the outreach coordinator/service provider’s 
survey include the following: 
• Providers are unable to identify relevant Chinese dialects 
• Providers are not sure when the need for interpreter will arise hence it is difficult to 
schedule interpreters 
• Bilingual providers may not necessarily speak the same dialect as the client 
• Organizations lack resources to train interpreters on medical terms 
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• Organizations lack qualified interpreters 
• Organizations are unable to assess the need for interpreters. This is because no needs 
assessment has been conducted to find out recent demographic changes including the 
languages they speak.  
 The following quote highlights that although the lack of financial resources is one of 
the major barriers towards providing interpreter services, an outreach coordinator felt that the 
fundamental barrier was basically a lack of interest and commitment by healthcare 
organizations in providing interpreter services to clients with limited English proficiency: 
Because we been pushing for a lot at the very grassroots level and stuff.  But hospitals 
and stuff, they should start to take responsibility, ‘cause they have a lot of money, 
they are private.  I don’t think, sometimes I get really mad and angry too, because I 
don’t think they take the responsibility.  They’re just always “Oh, we don’t have 
money.”  It’s not that they don’t have money, they just don’t have the interest and 
sometimes we just don’t feel like we get the support.  (Outreach coordinator). 
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Table 31. Barriers to providing interpreter services for Asian American clients – Results from the program director’s survey
(n=41) and the program administrator/service provider’s survey (n=23).
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=23)Barriers to providing
interpreter services for
Asian American clients
States with
high Asian
American
clients (n=8)
N (%)
States with low
Asian American
clients (n=33)
N (%)
All states
(n=41)
N (%)
States with high
Asian American
clients (n=13)
N (%)
States with
low Asian
American
clients (n=10)
N (%)
All states
(n=23)
N (%)
Inadequate budget 3 (37.5) 19 (57.6) 22 (53.7) 9 (69.2) 4 (40) 13 (56.5)
Lack of interpreters 4 (50) 15 (45.5) 19 (46.3) 9 (69.2) 3 (30) 12 (52.2)
Unable to find suitable
interpreter services
4 (50) 14 (42.4) 18 (43.9) 3 (23.1) 3 (30) 6 (26.1)
Difficulty in coordinating
interpreter services
4 (50) 11 (33.3) 15 (36.6) 4 (30.8) 3 (30) 7 (30.4)
Population is too small to
request for interpreter
services
4 (50) 24 (72.7) 28 (68.3) 3 (23.1) 6 (60) 9 (39.1)
Others 3 (37.5) 2 (6.1) 5 (12.2) 2 (15.4) 2 (20) 4 (17.4)
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Cultural Competency Training 
 Cultural competency training in this report is defined as the training of staff to better 
reach, educate and serve clients of different cultures in a sensitive and respectful manner.  
Key components of cultural competency training include building communication and other 
skills to improve relationships between staff and clients. This section will discuss the extent 
of cultural competency training being offered in states, the organizers of these cultural 
competency training, how effective these trainings are, how the trainings have been useful 
for their jobs as well as the barriers faced in offering these trainings. 
 
Provision of Cultural Competency Training. Cultural competency training provides 
the awareness and skills for health care providers to serve clients of diverse cultures. From 
the program director’s survey, program directors were asked if NBCCEDP staff at the state 
level were involved in the past two years in both general cultural competency training and 
cultural competency training specific to serving and reaching out to Asian American women 
in breast and cervical cancer screening. The results revealed that states with high Asian 
American clients as compared to states with low Asian American clients provided more 
training programs in both general cultural competency training and cultural competency 
training specific to serving and reaching out to Asian American women in breast and cervical 
cancer screening (Table 32).     
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Table 32. Type of cultural competency training provided for state level staff in the past 
2 years in high and low Asian states - Results from the program director's survey 
(n=40) 
 
Program Director’s Survey (n=41) 
 Type of cultural competency 
training for state level staff States with high 
Asian American 
clients (n=8) 
N (%) 
States with low 
Asian American 
clients (n=32) 
N (%) 
All states 
(n=41) 
N (%) 
General cultural competency 
training 
7 (87.5) 22 (68.8) 29 (72.5) 
Cultural competency training 
regarding serving and reaching 
out to Asian American women  
5 (71.4) 11 (47.8) 16 (53.3) 
When outreach coordinators and service providers were asked in the outreach 
coordinator/service provider’s survey if they had attended a cultural competency training 
specific to serving and reaching out to Asian American women, 87% in states with high 
Asian American clients versus 70% in states with low Asian American clients said that they 
had done so.   
The program administrator/service provider’s survey and interviews with outreach 
coordinators in the case studies reveal that the provision of cultural competency training 
differs from state to state as well as where providers work. For example, in one hospital, 
cultural competency training is given in batches for all staff, including administrative staff 
(e.g. receptionists and billing clerks). While in other organizations, only providers who work 
directly with Asian American women are given cultural competency training. Yet in other 
organizations, only outreach coordinators who work with Asian American women are 
provided with training. Many of these decisions regarding the provision of cultural 
competency training depend on a variety of factors such as: funding for trainings, the extent 
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to which the organization provides services for Asian American women, as well as levels of 
commitment by senior level staff to provide culturally-competent services to their clients.   
 
Organizers Of Cultural Competency Training. Table 33 shows the different 
organizers of cultural competency training with regard to reaching out to and serving Asian 
American women in breast and cervical cancer screening. In particular, the National Asian 
Women’s Health Organization (NAWHO) has been cited as an instrumental resource in 
providing cultural competency training with regard to aspects related to reaching out and 
providing breast and cervical cancer screening to Asian American women. NAWHO has had 
a train-the-trainer training module where representatives from different states have attended 
and have gone back to their states to conduct cultural competency training. The training 
module is entitled “Communicating Across Boundaries: A Cultural Competency Training on 
Breast and Cervical Cancers in Asian American Women.” 
Table 33.  Organizers of cultural competency trainings 
 
• Health department 
• State NBCCEDP program 
• Universities 
• Professional medical societies 
• In house staff training (health centers/hospitals) 
• Community-based organizations 
• Hospitals 
• American Cancer Society 
• Asian American Network for Cancer Awareness, Research and Training (AANCART) 
• National Asian Women’s Health Organization (NAWHO) 
Effectiveness Of Cultural Competency Training. In terms of the effectiveness of cultural 
competency training on providing services to Asian American women, program directors 
were asked in the program director’s survey to rate this effectiveness on a scale from “1” (not 
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at all effective) to “5” (very effective). Results from this survey reveal that 83% of program 
directors from states with high Asian American clients rated the effectiveness of these 
trainings on a scale of “5” (very effective) (see Table 34). For states with low Asian 
American clients, 50% of program directors rated the effectiveness of the trainings on a scale 
of “4”. In assessing the differences in the effectiveness level of the cultural competency 
trainings between states with high and low Asian American clients, the Fischer’s Exact Test 
analysis show that program directors from states with high Asian American clients (83.3%) 
were more likely to report that the cultural competency trainings were very effective 
compared to program directors from states with low Asian American clients (16.7%) 
(p<0.05) (Table 34). 
 Many program directors mentioned in the survey that although the cultural 
competency training was effective in providing information on different Asian ethnic groups, 
training alone is not sufficient to bring about change and to address access issues for Asian 
American women. Instead, much has to be done to institutionalize cultural competency 
within healthcare organizations nationally. 
 The same question was asked in the program administrator/service provider’s survey 
where they were asked to rate the effectiveness of cultural competency trainings they had 
attended from a scale of “1” (not at all effective) to “5” (very effective). For states with high 
Asian American clients, 50% of the program administrators and service providers gave a 
rating of “4” while 57.1% of program administrators and service providers from states with 
low Asian American clients gave a rating of “3” (see Table 34). 
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Table 34. Effectiveness of cultural competency training - Results from the program director’s survey (n=41) and the program
administrator/service provider’s survey (n=21).
Program Director’s Survey (n=41) Program Administrator/
Service Provider’s Survey (n=20)
Effectiveness of cultural
competency training
States with
high Asian
American
clients (n=8)
N (%)*
States with low
Asian American
clients (n=33)
N (%)*
All states
(n=41)
N (%)
States with high
Asian American
clients (n=14)
N (%)
States with
low Asian
American
clients (n=7)
N (%)
All states
(n=21)
N (%)
1 – Not at all effective 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
2 - 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
3 – Somewhat effective 1 (16.7) 4 (33.3) 5 (27.8) 3 (21.4) 4 (57.1) 7 (33.3)
4 - 0 (0) 6 (50) 6 (33.3) 7 (50) 3 (42.9) 10 (47.6)
5 – Very Effective 5 (83.3) 2 (16.7) 7 (38.9) 4 (28.6) 0 (0) 4 (19)
* Significant at p < 0.05 (Fischer’s exact test analysis)
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Several first generation Asian American outreach coordinators tried to explain why 
they did not feel that the trainings were very effective. The primary reason was that they 
were bilingual and bicultural and many of them were first generation immigrants. Hence 
these first generation Asian American outreach coordinators felt that they were already 
knowledgeable about trying to provide cultural competency services to Asian American 
women especially recent immigrants and those who had limited English proficiency. As an 
outreach coordinator/interpreter explained:   
The training was just a review for me as I was born in Thailand and understand the 
Thai culture. (Outreach coordinator/interpreter) 
 
However, even if they thought that they were knowledgeable about cultural 
competency, some still felt that the training was useful. A first generation Asian American 
outreach coordinator explained: 
Training was useful for awareness.  We should be aware of cultural sensitivity.  I was 
hired to break the cultural barriers.  I was hired to serve the Korean community and to 
bridge the community and [name of organization doing outreach] as I know the 
culture, the language, and know how to approach them, recruit women in need.  There 
are problems recruiting women because of language/cultural barriers so with a 
Korean outreach coordinator, those barriers are addressed.  (Outreach coordinator) 
 
A first generation Asian American project coordinator explained that for her, even 
though she already knew many aspects of what was covered in the training, she did learn 
about the Chinese American culture which is different from the Chinese culture in China: 
Provide me lots of information [referring to cultural competency training] and helps 
me to learn as I’m from China, about the local Chinese American culture in the U.S. 
which is different.  The Chinese in the U.S. are not very different from China but the 
daily activities are different.  The diet is different, the life is more stressful but it also 
depends on which city you live in.  Chinese women in the U.S. are exposed more to 
breast cancer education and are more well aware of breast cancer than in their native 
countries so incidence rates and chances of the diagnosis made in the early stages are 
better here.  (Project coordinator) 
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Second generation Asian American providers felt differently regarding cultural 
competency training than first generation Asian providers. As they were born and brought up 
in the U.S., they were already familiar with mainstream American culture and could speak 
English fluently. They had the unique opportunity to be able to straddle between both the 
American and Asian cultures. A second generation Asian American outreach coordinator 
revealed more on this topic: 
For me, I was born and raised here, so I would say that I have more of a western 
influence on myself than my Asian background.  But I have parents who really 
pushed for me to learn the language [referring to Vietnamese language], language is 
important.  And then from there, I wanted to learn more about, help my community, 
because I didn’t really associate with a lot of Vietnamese people, so after college, it’s 
very great that I’m working in an organization that gives back to the community.  
And these classes that I take, it only helps you understand what kind of barriers do the 
clients encounter.  Language is a huge barrier.  Sometimes it’s really hard to have a 
person who is just a recent immigrant to understand the importance of early cancer 
detection, because in our community, it’s always been like you only go to the doctor 
when you’re sick.  It doesn’t mean you go to the doctor for annual check ups, and 
we’re trying to change that whole mentality.  And I think these trainings help bridge 
the gap, the health disparities and it only makes you more qualified, like community 
leaders, when you’re trying to work with this population.  So I think these trainings 
are definitely important.  (Outreach coordinator) 
 
Outreach coordinators have expressed that cultural competency training is also 
important for Asian American physicians. Although these physicians are of the same race, 
may be fluent in Asian languages and/or are first generation Asian Americans, they may not 
understand the culture of their clients who may be from a different social class from them 
and may also be experiencing difficulty accessing the health care system.  As an outreach 
coordinator pointed out that Asian American physicians may speak the same language as 
their clients but they do not understand the culture of their clients who are not in the same 
social class as them:  
They [referring to Asian American physicians] don’t understand, they start to lose 
their perspective on the culture of the people who are not as wealthy as they are, or 
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not as well off, so they’re thinking “Well, why can’t you do this?  Why can’t you 
follow directions?  Why can’t you read what’s on the bottle of the prescription?  Why 
are you taking so much? or Why aren’t you taking so much?”  They’re blaming the 
patients, so I think that’s the biggest issues with cultural competency and class issue. 
(Outreach coordinator)   
 
Meanwhile, providers who are not Asian American felt that the cultural competency 
training was an eye opener for them into the cultures and differences of the many Asian 
ethnic groups. The trainings were also helpful so that they can be exposed to how they can 
make their services more culturally appropriate. A non-Asian American outreach coordinator 
said this about her experience with the training: 
The training was on immigrant women’s health and shed wonderful light on how 
differently people think, and what their priorities are.  For us, the priority is to get 
women to go for screening so we need to know how to make this a priority for 
women too. (Outreach coordinator)  
 
Finally, program directors and program administrators/service providers warned of 
the generalizations and stereo-typing of the different Asian ethnic groups that these cultural 
competency trainings contribute to. The director of an organization that does outreach with 
Asian American women specifically said that the Vietnamese community is very different 
from other Asian ethnic groups and even within the Vietnamese community, there are 
differences within different generations, migration history, acculturation levels, social class, 
income levels, English/Vietnamese language abilities as well as immigration status. These all 
impact on a woman’s access to information on breast and cervical cancer as well as access to 
health care, screening and treatment options. More importantly, policy makers have to 
understand the differences between the different Asian ethnic groups and also differences 
within the same Asian ethnic group as illustrated by this quote:   
I’m very concerned about other people talking about Asians as a group and not 
having consideration for the differences between us.  I think it’s very important and I 
think it’s critical that policy makers understand differences between Korean, and 
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Vietnamese, and Chinese, Filipino, Thai, Cambodians and Laotians, and be able to 
have policies or programs that fit them.  For example, I think it’s general knowledge 
that Vietnamese women having the highest cervical cancer rate, and I think that many 
people blame that on the cultures of our lifestyles, but hey, if you look at other ethnic 
groups, other Asians in the area, maybe they are having almost similar lifestyle too.  
So maybe there’s something else that they have looked at. (Director of an 
organization that does outreach for Asian American women) 
 
Barriers to providing cultural competency training. Program directors were asked in 
the program director’s survey, the barriers faced in providing cultural competency training 
with regard to serving Asian American women in the state. Lack of funding was reported as 
the most often cited barrier (Table 35). The second most-cited barrier was that there was no 
suitable trainer available to provide these cultural competency trainings. Other barriers 
include: training is not among top priorities, lack of time, minority population focus is on 
Hispanic/African American populations, not on Asian American populations, very small and 
diverse Asian populations in the state and invited speakers/trainers for the training are not 
easily understood because of their accents.  
 
Table 35.  Barriers towards offering cultural competency training with regard to 
serving Asian American women - Results from the program director’s survey (n=41). 
 
Program Director’s Survey (n=41) 
 Barriers towards offering 
cultural competency training States with high 
Asian American 
clients (n=8) 
N (%) 
States with low 
Asian American 
clients (n=33) 
N (%) 
All states 
(n=41) 
N (%) 
Lack of funding 4 (50) 20 (66.7) 24 (34.2) 
No suitable trainer 1 (12.5) 13 (43.3) 14 (36.8) 
Geographic barriers to training 1 (12.5) 7 (23.3) 8 (21.1) 
Not necessary in this state 2 (25) 8 (26.7) 10 (26.3) 
Others 6 (75) 11 (35.5) 17 (43.6) 
Finally, during the interviews with outreach coordinators and other NBCCEDP staff 
during the case study visits, senior level staff mentioned that one of the barriers in offering 
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cultural competency training was that they did not have adequate guidance and resources to 
plan, develop and structure cultural competency training for their staff. They reported that 
they would like more guidance from experts in cultural competency training to assist with 
planning and developing these trainings. These aspects include cultural competency topics to 
be included in the training, how best to train different types of staff (e.g. nurses, 
administrators, outreach coordinators) and the types of further training provided to staff that 
have been previously trained. 
 
3.4 Components Of Effective Service Delivery 
 The components of effective service delivery were summarized from the results of the 
1) program director’s survey; 2) program administrator/service provider’s survey; 3) 
interviews with outreach coordinators for the site visits and 4) interviews with Asian 
American women (both NBCCEDP participants and non-participants). Their results are 
grouped under the ten cultural competency strategies outlined in the conceptual framework 
(Figure 4). To reduce duplication, these components have been placed in the category that 
best represents them. 
 
1. Need for demographic profile and assessment of needs, strengths and assets of the 
client population     
Constant needs assessment is needed to assess the client population and to find 
out what kinds of languages clients speak so as to arrange for appropriate interpreter 
services. A program coordinator noted the importance of constant on-going needs assessment 
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especially on the racial/ethnic composition of their client base and the languages (including 
dialects) that they speak so that they can adequately arrange for interpreter services.  
2.  Need for linguistic competence     
 This includes having a comprehensive interpreter service plan in place.  
 
3.  Need for the use of lay health advisors  
Reported in conjunction with other categories. 
 
4.  Need for culturally and linguistically appropriate health education materials and 
services 
 Reported in conjunction with other categories. 
 
5.  Need for partnerships with communities/community organizations 
Reported in conjunction with other categories. 
 
6.  Need to include family and community members 
Reported in conjunction with other categories. 
 
7.  Need to facilitate learning between providers and community 
 This also includes the need for cultural competency training for staff at all levels. 
Providers need to be gentle and make clients feel comfortable as clients are 
nervous and anxious about the exam. Asian American NBCCEDP participants have 
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stressed that they would like for providers to be sensitive to the physical and emotional 
discomfort that clients feel while undergoing screening as illustrated by this quote: 
Please be gentle. Please be gentle. Sometimes, the staff, they don’t… they just push 
your breast to the machine. And they don’t say any direction, not clearly and they 
don’t speak clearly and we do it the wrong way. Because most patients, they go inside 
[the exam room], they feel nervous and anxious, you know. For example, if they 
come first, most patients are so nervous and sometimes the worker is so mad, they 
will speak loudly. The patient does not feel good about this. To let the patient feel 
good, you have to let them feel comfortable.  When they come into the room, help 
them become more relaxed, talk to her about other things, let them forget that they are 
coming in for the check up, for the test. This is very important. (Participant, woman 
from Hong Kong living in New York) 
 
Cultural competency training for Asian American physicians. Outreach 
coordinators have expressed that although these physicians are of the same race as their 
clients and may be fluent in Asian languages, they may not understand the culture of their 
clients who may be from a different social class from them and to also understand the 
difficulties that clients have in accessing the healthcare system. 
 
8.  Need to coordinate with practitioners of traditional medicine 
Respect the cultural beliefs of clients and their use of traditional medicine.
Bilingual and bicultural outreach coordinators have stated that their Asian American clients 
do use traditional medicine in varying degrees. They have also mentioned that Asian 
American clients will tell providers about herbs or treatments they are receiving from 
practitioners of traditional medicine if their cultural beliefs are respected. 
 
9.  Need to develop policies to recruit and retain culturally diverse staff  
Bilingual providers are important. Asian American women reported that they had 
good experiences when they are seen by a physician of the same ethnicity and who can speak 
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to her in her language. Clients feel that they are able to ask questions and understand what is 
being told to them. They are less fearful and feel more comfortable. 
 
10.  Need to incorporate administrative and organizational strategies 
These strategies include having clinic operations outside traditional office hours, 
block screening, providing patient navigation, offering mobile screening units, having Asian 
language signs in clinics, offering hotlines and appointment lines in Asian languages, 
working out transportation difficulties for women to get to screening sites and choosing 
screening sites that are located in or near Asian neighborhoods. 
 
CHAPTER 6: 
DISCUSSION 
 
In this chapter, the major findings of the results will be discussed with a review of the 
literature. First, a discussion of issues surrounding recruitment, retention and service delivery 
will be presented. This will be followed by revisiting the cultural competency conceptual 
framework. The revised conceptual framework will then be used as a framework to provide 
recommendations to the evaluation. Finally, a summary of the study’s strengths and 
limitations will be examined followed by implications for research, practice and policy. 
 Before describing the recruitment strategies that have been effective in the 
NBCCEDP, I will provide a discussion of the major challenges and barriers Asian American 
women face accessing breast and cervical cancer screening. The findings of this study 
revealed that many of the reasons why Asian American women are not going for screening 
are consistent with other studies. The psycho-social barriers to screening include 
embarrassment with regard to exposing their bodies during screening (Maxwell et al., 1998; 
Yi, 1994; Ham, 2006; Tang et al., 2000; Moy, Park, Feibelmann, Chiang, & Weissman, 
2005; Lee, 2000; Liang et al., 2004; Lee, 2000), women’s fatalistic attitudes towards 
life/death and cancer (Liang et al., 2004; Straughan & Seow, 2000), fear of learning that one 
has cancer (Lee, 2000), that a woman should only go for a mammogram if something was 
wrong with her body (Kim et al., 1999; Straughan & Seow, 1995; Wu, West, Chen Y.W. , & 
Hergert, 2006; Kim et al., 1999; Straughan & Seow, 1995), differences in the
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conceptualization of disease and healthcare seeking behavior (Yi, 1994; Lee, 2000), and the 
perception that it is not necessary for young unmarried women to go for pap tests (Yi, 1994). 
Structural barriers include not knowing how to navigate the American healthcare system, 
lack of insurance, cost of screening/treatment, and lack of time (Lee, 2000; Yi, 1994). 
Linguistic barriers are also a deterrent for Asian American women to go for screening (Yi, 
1994; Lee, 2000).  
Asian American women also said that they were busy working hard in their jobs and 
also in taking care of the family and do not have time to go for screening (Moy et al., 2005; 
Tang et al., 2000; Liang et al., 2004). Moreover, lack of transportation (Jackson et al., 2000; 
Tang et al., 2000), lack of interpreters (Jackson et al., 2000), as well as the perceived belief 
that if a woman was not married, it was not necessary to go for pap tests (Yi, 1994) were 
other challenges mentioned by Asian American women. 
An interesting barrier to screening that was mentioned by Asian American women in 
this study was that Asian American women felt skeptical about the free or low cost screening 
services. Asian American women interviewed felt that there was an ulterior motive by the 
government in enrolling them into such a program. This skepticism and mistrust of the 
healthcare system and in healthcare research have also been mentioned in studies regarding 
the recruitment of minority women in clinical trials (Killien et al., 2000; Giuliano et al., 
2000). These studies have attributed the deep mistrust and skepticism to the differences in 
status and power between healthcare providers/researchers with their clients/research 
subjects. Another barrier to screening was that Asian American women were afraid to go for 
the free or low cost screening for fear that they will not get their U.S. permanent residency or 
citizenship papers, if they rely on the government for subsidies. This was also a finding in a 
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study conducted by Yu and colleagues (2002) among Asian Indian, Chinese, Filipino, 
Hmong, Japanese, Korean and Vietnamese women in Michigan where women were worried 
that their permanent residency papers would be jeopardized if they received free healthcare 
services from the government. 
Other barriers to screening that were mentioned in the interviews with Asian 
American women that were not found in other studies include the perception of women that 
healthcare providers were unethical and wanted to take advantage of their money by making 
them come back for screening at recommended intervals, even though their test results were 
normal. Others thought that the free or low cost screening services are for U.S. citizens only 
and undocumented immigrants feared that if they signed up for the free or low cost 
screening, then they will be found out by the government and be deported. 
 While Asian American women face challenges and barriers to screening, the findings 
of the program director’s survey and the program administrator/service provider’s survey 
show that these challenges and barriers are addressed for recruitment strategies to be 
effective. In the next section, a discussion surrounding recruitment issues will be presented. 
The main personnel conducting recruitment among Asian American women in this 
study were outreach staff from health departments and partner organizations. The findings 
show that bilingual and bicultural outreach staff were most effective as they can bridge the 
gap between the mainstream American healthcare system with the Asian American 
community. Outreach staff play a pivotal role in recruitment efforts in the NBCCEDP. They 
are involved with building partnerships with other organizations, coordinating staff and lay 
volunteers to do recruitment, providing patient navigation and interpretation, translating 
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health education materials, forms and other program materials and in many cases, assisting 
with the follow-up of abnormal results, case management and also in retention efforts.   
Bilingual and bicultural lay volunteers have to be given special mention as they have 
played an important role in recruitment activities and in providing support and assistance 
such as in providing rides, interpreting during appointments, translating program materials, 
providing patient navigation and most importantly, giving social support to encourage 
women to come in for screening. Lay Health Advisors (LHAs) are lay volunteers who have 
been specifically recruited and trained to reach out to other women in their community to get 
them to go for breast and cervical cancer screening. The LHA strategy has proven effective 
for reaching “hard to reach” populations that are difficult to find, meet, talk with and serve 
(Earp & Flax, 1999; Eng et al., 1997). LHAs are a means for reaching “hard to reach” 
communities and establishing links to the formal health care system. The LHA strategy has 
been used successfully in recruiting minority women for breast cancer screening (Earp & 
Flax, 1999; Jackson & Parks, 1997; Eng et al., 1997; Eng & Young, 1992; Earp et al., 1997).  
The LHA strategy has also been effectively used among Vietnamese women (Lam et al., 
2003a; Bird et al., 1998; Bird et al., 1996), Korean women (Wismer et al., 2001), and 
Chinese women (Hiatt et al., 2001) to recruit them for breast and cervical cancer screening.   
Developing partnerships with other related organizations was the most effective 
strategy in this study. Partnerships have been formed by the health department, with 
organizations providing expertise, resources and screening as well as with organizations and 
groups working with Asian American communities. These partnerships have been effective 
because they pool resources, expertise, funding and infrastructure from the different 
organizations and groups. The findings also show that in these partnerships, the primary 
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avenues of recruitment are organizations working to provide support for cancer patients and 
cancer prevention (e.g. ACS) as well as community organizations and groups. An evaluation 
done on Encoreplus, an NBCCEDP program aimed to increase screening shows a partnership 
formed by the YWCA of the U.S.A. together with CDC, Avon Products, Inc., and the 
University of Texas-Houston School of Public Health (Fernandez et al., 1999). The two main 
characteristics that contributed to the success of the partnership were that each of the 
organizations brought its own expertise to the partnership and secondly, the Encoreplus 
program was placed at the YWCA, a community organization and not at a health facility. 
This was effective as a community organization such as the YWCA has experienced staff and 
expertise in community outreach. The authors stated that teaching outreach staff regarding 
the health content of breast and cervical cancer screening was more efficient than teaching 
health care providers community outreach skills (Fernandez et al., 1999). Also, community 
outreach is supported by a centralized YWCA program office which provides 
implementation and evaluation support to its local YWCA affiliates which then determines 
specific outreach strategies tailored to suit the communities that they serve (Fernandez et al., 
1999).  
 The results of the program administrator/service provider’s survey show that most of 
the outreach conducted among Asian American women in states with high Asian American 
clients has been done through partnerships with ethnic specific community-based 
organizations as well as ethnic specific cancer-related organizations such as the ACS. This is 
because these two types of organizations already have a base of women who fit the eligibility 
criteria for the NBCCEDP and have the expertise and experience of doing outreach. Asian 
American women interviewed mentioned that they felt safe and comfortable to be contacted 
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by outreach coordinators from these organizations as they are familiar with them and have 
already established some form of relationship. Many of the intervention studies reviewed in 
the literature review also utilized community coalitions and partnerships in reaching out to 
Asian American women in breast and cervical cancer screening (Nguyen et al., 2006; Taylor 
et al., 2002b; Lovejoy et al., 1989a; Chen et al., 1997; Burke et al., 2004; Lam et al., 2003a; 
Yu et al., 2002). In a cervical cancer screening intervention study among Vietnamese women 
in Santa Clara County, California, Nguyen and colleagues (2006) utilized community based 
participatory research (CBPR) and included the community from the conception of the 
project. The basis for community involvement in this intervention was to tap into local 
resources and expertise to develop a project that was culturally and linguistically appropriate 
as well as to allow for community ownership of the project. Coalition members included 
representatives from the university, community-based organizations, a health insurance plan, 
religious organizations, community based primary health care clinics, non profit agencies 
providing social services to newly arrived refugees and immigrants, a health care 
maintenance organization, the county heath department, a medical society for Vietnamese 
physicians, community clinics and the ACS. Among the changes that the coalition brought 
was re-establishing the local NBCCEDP in Santa Clara County with new providers, creating 
a pap test reminder and registry system, offering continuing medical education programs to 
Vietnamese physicians to increase provider knowledge and awareness of offering the pap 
test, training lay health workers and increasing media campaigns on screening for cervical 
cancer. 
 In Project Phoenix, a breast cancer outreach program in Houston, Texas, developing 
community partnerships was the key in reaching out to Chinese, Vietnamese and Korean 
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women (Gor et al., 2005). The partners in Project Phoenix included an Asian American 
health coalition, a physician network to screen, diagnose and treat breast cancer, community-
based organizations that work with different Asian groups as well as cancer-related 
organizations such as the ACS, Cancer Information service and Women Working for 
Women. The partnerships were effective as each partner brought in their own expertise and 
resources such as providing funding, grant writing, providing screening, diagnostics and 
treatment for breast cancer, translation and interpreter services, screening for eligible women 
to join the NBCCEDP, breast cancer education, doing outreach, media campaigns, providing 
space for screening, providing breast self examination pads as well as providing instructor 
training on breast cancer education and media relations. 
With regard to partnerships with traditional medicine practitioners to do outreach or 
to provide referrals, these partnerships were almost non-existent in the study. However, there 
were occasional accounts of traditional medicine practitioners who either offered to place 
flyers regarding screening or referred women to go for screening when they found 
abnormalities. As the influence of traditional medicine practitioners among some of the 
Asian American sub-ethnic groups (e.g. Chinese) is strong as can be seen from the results of 
this study and also from other studies (Tang et al., 2000; Liang et al., 2004), this potential 
venue of collaboration should be studied further. The involvement of traditional medicine 
practitioners in intervention studies is also almost non-existent. An exception is an 
intervention by Tanjasiri and colleagues (2006) in the “Life is Precious” Hmong breast 
cancer study in Fresno and San Diego, California. In this study, the intervention activities 
included the development of an educational flip chart, a video, educational brochures as well 
as two separate educational interventions, one for Hmong women and another for their male 
238
spouses, partners or relatives. In the video entitled “Life is precious: Breast cancer screening 
for Hmong women,” where the video traces a Hmong woman’s decision to get screened after 
talking with another Hmong woman who is a breast cancer survivor. The video closes with 
statements from a respected Hmong physician as well as a Hmong shaman. Interestingly, 
both the physician and the shaman encouraged Hmong women to seek both the traditional 
cultural methods of healing and western biomedicine to achieve good breast health. 
 Health education materials delivered in a variety of ways are widely used during 
recruitment of Asian American women in the NBCCEDP. A combination of seminars on 
cancer awareness and screening, media campaigns (e.g. radio/newspaper), videos and print 
materials have been found to be the most effective health education methods. Outreach 
coordinators interviewed mentioned the need for different types of health education methods 
for different purposes. For instance, a seminar allows outreach coordinators to present 
information on cancer awareness and screening, to allow both seminar organizers and Asian 
American participants to develop a relationship and for Asian American participants to 
provide feedback regarding the concerns they face regarding cancer and screening as well as 
the difficulties they have with access to screening. Brochures with basic information on 
cancer, screening tests and opportunities to get screened are useful for participants to take 
home to peruse at their own pace, to share the information with friends and family and to 
have available the contact details should they decide to seek further information. Media 
campaigns have included talks on radio and television about breast/cervical cancer with a 
panel of experts, public service announcements on radio and newspapers about screening 
opportunities and articles in newspapers and magazines on the importance of screening. 
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From this study, a variety of health education methods and materials has been shown to be 
used for different purposes.  
Similarly, the intervention literature also show a combination of health education 
methods and materials being used in breast and cervical cancer screening studies among 
different Asian groups (Nguyen et al., 2001a; Bird et al., 1998; Wismer et al., 1998; Taylor, 
Jackson, & Tu, 2000; Jackson et al., 2000; Bird et al., 1996; Reily, 1998; Kelly et al., 1996; 
Maxwell et al., 2003; Tanjasiri et al., 2006; Jenkins et al., 1999a; Burke et al., 2004; Yu et 
al., 2002). For example, in a cervical cancer intervention study among Cambodian women in 
Seattle, Washington, the intervention elements included bicultural outreach workers who 
conducted health education through home visits and presentations at group meetings using 
video and barrier-specific counseling together with assistance with logistics (e.g. providing 
interpreters and transportation) (Taylor et al., 2002b). In another study that investigated the 
effect of a media education campaign versus a combined media education campaign and lay 
health worker outreach program, Lam and colleagues (2003a) reported that the combined lay 
health workers outreach program and media education campaign group was more effective. 
They concluded that although media education campaigns can increase pap test awareness, 
the lay health worker outreach program went a step further by being effective at encouraging 
women to go get the test done. This was also suggested by Bird and colleagues (1998) where 
their study among Vietnamese women in San Francisco showed that although mass media 
interventions may raise awareness on a large scale to a bigger audience, face-to-face 
interventions were needed to change behavior related to screening practices. In their study, 
the mass media campaigns included Vietnamese language billboards, television spots, printed 
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materials, newspaper and magazine articles and lectures while their face-to-face intervention 
included a lay health worker program.   
The importance of personal contact in getting women to go for screening was 
observed in the study findings. In this study, Asian American women mentioned the 
following people and organizations who provided them with information, advice and social 
support with regard to screening: family members (especially female members and also 
husbands), friends, co-workers, outreach coordinators/volunteers, faith-based organizations 
(e.g. church/temple) and healthcare providers. The importance of informal social groups in 
affecting the decisions of women have been cited in several studies (Seow et al., 1997; Tang 
et al., 2000; Tang et al., 2000). As strong family ties are highly valued in Asian cultures, the 
approval of family members as well as their support in going for screening is essential. In 
particular, female family members (e.g. sisters, daughters) play an important role not only in 
encouraging women to go for screening but also in providing them with transportation, 
interpreter assistance, and patient navigation. Male members of the family also do assist by 
providing rides and social support. Elderly women tend to rely on their adult children to 
make decisions regarding healthcare for them. Hence it is imperative that recruitment 
programs also target families. This is consistent with studies that have been conducted among 
the Chinese in both the U.S. (Liang et al., 2004; Tang et al., 2000) and in Singapore 
(Straughan & Seow, 1995), Korean (Han et al., 2000), Hmong (Tanjasiri et al., 2006), and 
among South Asians in Canada (Bottorff et al., 1998). 
Family members, friends and co-workers can also influence women through peer 
pressure to conform to group norms and to share their experiences to reduce anxieties 
regarding cancer and screening. In essence social support is vital in getting a women to go 
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for screening and this can be addressed through interventions such as the lay health advisor 
program (Lam et al., 2003a; Chen et al., 1997; Eng, 1993). Also Asian American women 
mentioned that the main venues where they received information about screening include 
cancer hotlines, health education seminars on breast and cervical cancer screening, health 
fairs, outreach booths/bulletins at ethnic specific grocery stores, beauty/nail salon as well as 
various forms of mass media (e.g. radio, newspaper, magazines, television) in both English 
and Asian languages. 
 In this study, faith based recruitment programs have been shown to be one of the 
effective recruitment strategies. This is because faith-based organizations such as churches 
and temples are considered “safe” places where people worship, form relationships and 
provide social support to each other. Moreover religious leaders are well respected in the 
community and are extremely influential. Also, these faith-based organizations are prominent 
landmarks and are familiar places where Asian American women feel comfortable at and are 
excellent locations for mobile screening units to be set up. Church based programs to 
promote breast and cervical cancer screening have not only been useful among Asian 
American women (Chen et al., 1997; Kim & Sarna, 2004) but have also been used effectively 
among the African American and Hispanic communities (Paskett et al., 1999; Husaini et al., 
2002; Fox, Stein, Gonzalez, Farrenkopf, & Dellinger, 1998; Erwin, Spatz, Stotts, & 
Hollenberg, 1999).    
With regard to sharing effective recruitment strategies among outreach coordinators 
and other providers, program directors, outreach coordinators and service providers have 
expressed great interest in learning about effective recruitment programs with different Asian 
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ethnic groups in different locales as it is essential to continually try new approaches to doing 
outreach. 
While there are many similarities between issues surrounding recruitment and 
retention strategies among Asian American women, several points are noteworthy to 
retention strategies. Firstly, the results show that case managers, lay volunteers and outreach 
staff are key personnel involved in retention activities. Outreach staff were also more likely 
to be involved in retention efforts in states with high Asian American clients compared to 
states with low Asia American clients as was reported in the program director’s survey. This 
is probably because in states with high Asian American clients, there are many more 
partnerships with Asian American ethnic specific community-based organizations where 
these bilingual and bicultural outreach coordinators are based. Moreover, outreach 
coordinators have stressed that the best way to contact Asian American clients for 
rescreening is to get the organization which recruited the client to make that contact. This is 
because Asian American clients feel more comfortable if they have a personal connection 
with the organization contacting the clients, reminding them of their annual screening.  
The top three most effective retention strategies are personal phone calls reminding 
clients that it is time for them to schedule another appointment for their screening, sending 
reminder cards/letters as well as having a case manager to manage retention efforts. In Sadler 
and Fullerton’s (2001) study, the authors provided findings from recent literature on 
strategies that enhance the adherence to breast cancer screening guidelines. Mailed reminder 
letters, telephone outreach and counseling as well as community outreach strategies were the 
strategies applicable to all women of various cultures and population subgroups. Mailed 
reminders from providers were not only cost effective but were also more effective in getting 
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women to adhere to screening guidelines than if no letter was being sent. Telephone reminder 
calls were more effective than mailed reminders in a study conducted in a health maintenance 
organization (HMO) where 1765 women were assigned to receive a reminder postcard, a 
reminder phone call or a motivational phone call. In this study, both the reminder and 
motivational phone calls were similarly effective (Taplin et. al., 2000 cited in Sadler and 
Fullerton, 2001). Another study showed the effectiveness of a reminder phone call made two 
months after reminder letters were sent, if a woman did not schedule a mammogram 
(Ludman et. al., 1999 cited in Sadler and Fullerton, 2001).  
One of the major retention challenges faced when trying to get clients to come back 
for screening is that clients do not understand the importance of annual screening and do not 
understand why they have to keep getting screened despite normal results in their previous 
screening and being asymptomatic. This barrier to rescreening is also consistent with Tang et 
al.’s (2000) study which reported that the Chinese would only seek medical attention during 
an acute illness making it hard to understand the importance of going for screening when one 
is asymptomatic.   
In addition to examining the issues surrounding recruitment and retention of Asian 
American women in the NBCCEDP, this study also addressed issues surrounding the 
provision of screening services. In this study, effective ways to address cultural and linguistic 
barriers that Asian American women face when they come in for screening include setting up 
block screening times for women who speak the same language, providing in-house staff 
training on cultural competency, providing interpreter services, and also developing 
organizational strategies to cater to the needs of Asian American women. These 
organizational strategies include having clinic operations outside of traditional office hours, 
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setting up mobile screening units, having Asian language signs up in clinics, operating 
hotlines and appointment lines in Asian languages, ensuring that there are public and/or 
private transportation available from Asian neighborhoods to screening sites and having 
screening sites located in or near Asian neighborhoods.  
Navigating the American healthcare system was confusing for Asian American 
women interviewed in the study. Navigating the healthcare system was most difficult for first 
generation Asian American women especially if their English language proficiency was 
limited. Their anxieties rose even further when they encountered providers/counter staff who 
were not understanding of their situation and were rude to them instead when they were 
trying to find their way around. However, Asian American women were unlikely to raise 
complaints with the way they were being treated or if they were not happy with a screening 
encounter. Firstly, they feel that they have no right to complain as they are already receiving 
free/low cost screening. Secondly, even if they wanted to complain, they did not know to 
whom they should complain to and how they were going to be understood if they had limited 
English proficiency.  
Language barriers between Asian American women and service providers during 
screening encounters were a major barrier and which led to anxieties among Asian American 
women with regard to accessing breast and cervical cancer screening services. In this study, 
71% of Asian American women interviewed did not speak English at all or not too well. A 
few studies have documented that language barriers have played a role in screening 
disparities among Asian American women (Jacobs, Karavolos, Rathouz, Ferris, & Powell, 
2005; Yu et al., 2003; Hiatt et al., 2001). While other studies have documented that patients 
who do not speak English at all or not too well receive sub optimal levels of health care 
245
(Smedley, Stith, & Nelson, 2002; Woloshin, Bickell, Schwartz, Gany, & Welch, 1995). 
Feedback from Asian American women with limited English language proficiency felt that 
their screening experience was positive if they had interpreters or bilingual providers during 
screening. Their screening experiences were also good if the provider was kind, gentle, 
friendly, understanding and if they had a smile on their face.  
Bilingual staff in states with high Asian American clients were more likely to be a 
type of interpreter services than in states with low Asian American clients as reported in the 
program director’s survey. However, in the program administrator and service providers’ 
survey, bilingual and bicultural outreach coordinators were more likely to be a type of 
interpreter service in states with high Asian American clients than in states with low Asian 
American clients. The difference in results between the program director’s survey and the 
program administrator/service provider’s survey could be due to the fact that 64% of those 
who were interviewed in the program administrator/service provider’s survey were bilingual 
and bicultural themselves. Moreover, many of those interviewed were also bilingual and 
bicultural outreach coordinators themselves and who have provided interpreter services or 
have access to resources within the Asian American community to provide referrals to 
bilingual providers for screening and to coordinate interpreters during appointments. Also it 
was not surprising that bilingual staff and bilingual/bicultural outreach coordinators were 
more likely to be interpreters in states with high Asian American clients as the Asian 
American community would be larger and there would be many more qualified bilingual and 
bicultural Asian Americans who can be employed for such positions. 
Difficulty in providing language assistance to limited English proficiency (LEP) 
clients is a very important problem as the results show. Major barriers to providing 
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interpreter services include the inability of screening sites to find suitable interpreter services, 
the population is too small to request for interpreters in certain languages, inadequate budget, 
lack of interpreters, difficulty coordinating interpreter services and having too small an Asian 
American population to request for interpreter services in certain Asian languages. Despite 
the passing of Title VI of the Civil Rights Act of 1964 regarding the prohibition of national 
origin discrimination as it affects persons with LEP, healthcare organizations receiving 
federal funds directly or indirectly are still struggling to provide satisfactory language 
assistance to their clients (Ku & Flores, 2005b; Smith, 2005). The findings from this study 
show that the strategies that the NBCCEDP have employed to overcome language barriers 
have been the development of partnerships with bilingual providers and community based 
agencies to provide volunteer interpreters, by providing staff, community volunteer and 
special agency interpreters as well as providing telephone interpreter services. However, 
these language services are still not adequately reaching out to every LEP client who requires 
language assistance. Unfortunately, Ku and Flores (2005a) feel that the problem of providing 
adequate language access to LEP clients nationwide in various federal healthcare programs 
will continue to persist until a funding mechanism is worked out at the federal level(Ku & 
Flores, 2005b). However in the meantime, finding local resources within the community and 
increasing partnerships with community-based organizations and groups can be pursued to 
develop more comprehensive language assistance plans.  
The provision of cultural competency training regarding serving and reaching out to 
Asian American women in the NBCCEDP was very high in states with high Asian American 
clients where the need was greatest. Moreover, program directors in states with high Asian 
American clients were more likely to rate cultural competency trainings regarding serving 
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Asian American women as very efficient compared to program directors in states with low 
Asian American clients. This is probably because there are more qualified Asian American 
cultural competency trainers in states with high Asian American clients and that the need for 
such trainings focusing on Asian American women are more important as the Asian 
American community is larger. Findings from this study show that major barriers to offering 
cultural competency training include lack of funding and lack of suitable trainers available to 
provide cultural competency training. Moreover, health department staff at the state level felt 
that they do not have adequate guidance and resources to plan and develop their curriculum 
for cultural competency trainings.   
Cultural competency training is important for Asian American physicians as the 
results indicate so as to allow them insight into the culture of the clients who may come from 
a different social class, the difficulties that they have accessing the healthcare system and 
why they are not coming in for screening. Nguyen and colleagues (2000) reported the only 
intervention study targeting physicians as previous studies have found that Vietnamese 
physicians have been a negative predictor for women to get screened (Jenkins et al., 1999b; 
McPhee et al., 1997). The rationale for targeting Vietnamese physicians is that among the 
Vietnamese, physicians are regarded very highly in the community and have the potential to 
be influential among their clients. Also, some of the factors that Jenkins and colleagues 
(1999a) hypothesize regarding low screening rates among women who see Vietnamese 
physicians is that many of these physicians received their medical education in Vietnam 
where preventive care is not emphasized. Secondly, these physicians operate on a “drop-in” 
basis where appointments are usually not necessary. And thirdly, as many of the Vietnamese 
physicians are male, they may not feel culturally comfortable to provide breast and cervical 
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cancer screening to their female clients or that their female clients hesitate to ask these male 
physicians about these services due to modesty issues. Nguyen and colleagues (2000) also 
targeted Vietnamese physicians in their intervention study. The study was conducted in 
Alameda County, California to promote smoking cessation, breast and cervical cancer 
screening as well as Hepatitis B screening and vaccination. Their intervention elements 
included continuing medical education seminars for physicians, setting up a cancer screening 
reminder system, distribution of Vietnamese language health education materials, periodic 
newsletters to these physicians as well as enrollment in the National Cancer Institute’s 
physician data query oncology information program. Despite a variety of intervention 
strategies, the regression analyses produced only significant increases for pap testing 
(p=0.004) and pelvic exams (p=0.01) and no significant effect for the other cancer prevention 
activities. The authors hypothesized that perhaps some of the reasons why the intervention 
only worked for cervical cancer screening was because of higher incidence rates for this 
cancer among the Vietnamese. And physicians may not have targeted breast cancer screening 
as the incidence of breast cancer among the Vietnamese is lower. 
Program directors, outreach coordinators and service providers all mentioned that 
cultural competency training alone was not sufficient to address the barriers and issues that 
Asian American women face when they come in for screening. Instead they mentioned that 
cultural competency had to be institutionalized within the healthcare system nationwide. 
Current recommendations on creating cultural competence in healthcare organizations have 
also cited that cultural competency training alone is not sufficient and that other cultural 
competency strategies have to be included (Betancourt et al., 2002; Lonner & Kone, 2000; 
U.S. Department of Health and Human Services, Office of Minority Health, 2001). For 
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example, Betancourt and colleagues (2002) recommended in their report, the need for three 
types of cultural competence – organizational, systemic and clinical. For organizational 
cultural competence, the authors emphasized the importance of racial diversity among health 
care leaders as well as to include community representatives in planning health care 
programs. Systemic cultural competence recommendations include enforcing Title VI 
legislation, developing health information to suit the target population in terms of language 
and cultural norms, requiring health care purchasers to include the types of interventions to 
be made for systemic cultural competence in their contracting language and collecting race, 
ethnicity and language preference for all patients. To attain clinical cultural competence, 
cultural competency training should be instituted for providers, patient navigation programs 
should be developed and patient feedback should be collected to improve the quality of care. 
 
The Cultural Competency Conceptual Framework 
When recruiting, retaining and providing services to Asian American women in 
breast and cervical cancer screening, it is essential to incorporate culturally-competent 
strategies to address barriers that Asian American women face. The goal of cultural 
competence in the healthcare system is to provide the highest quality of care to every client, 
regardless of race, ethnicity, cultural background or English language proficiency 
(Betancourt et al., 2002). In this section, the cultural competency conceptual framework will 
be revisited and revised and each of the cultural competency strategies will be discussed. 
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Revisiting The Cultural Competency Conceptual Framework 
After reviewing the findings of this study, the cultural competency conceptual 
framework (see Figure 4) was revised. Using results from the three-phase study, the revised 
framework is presented in Figure 11. There were basically two changes made to the 
conceptual framework. The first was the addition of the box titled “Hypothesized Changes in 
Organizational Behavior.” This addition was made to reflect the involvement of 
organizations in providing cultural competency strategies. When cultural competency 
strategies are used, the hypothesized changes in organizational behavior include improved 
communication, increased capability to provide appropriate services, knowledge of the needs 
of Asian American women, increased understanding of how to prepare and support providers 
to meet client’s unique needs, increased understanding and involvement of Asian American 
communities, increased respect for providers and clients as well as to increase the capability 
to operationalize strategies to allow easier access to services. 
The second change to the conceptual framework was the addition of “patient 
navigation services” as the 11th cultural competency strategy. Patient Navigators are trained, 
culturally sensitive, health care workers who provide assistance and guidance to address 
barriers to accessing quality, standard cancer care (National Cancer Institute, 2006). These 
barriers include financial (e.g. no insurance), communication (e.g. patient does not speak 
English), medical system (e.g. finding missing medical test results), physical (e.g. 
transportation problems) and emotional (e.g. fear) barriers. Patient navigators assist people 
with navigating through the health care system such as through clinics, hospitals, insurance 
and payment systems, patient support organizations and finding interpreters (National Cancer 
Institute, 2006).   
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Providing patient navigation services is an important cultural competency strategy as 
evidenced by the results of this study. Asian American women in this study made it clear that 
it was very difficult to navigate the American healthcare system as it differed significantly 
from the healthcare system in their countries of origin. Moreover, clients with limited 
English proficiency found it the most difficult to navigate the healthcare system and were 
very lost when they were at a healthcare facility for their screening appointments. Not only 
did they get lost when looking for the right clinic to go to get screened but they also felt lost 
in the screening process as well as in many aspects of their encounter with the healthcare 
system. Understanding how to make appointments, how to make payments, how to get 
screening results and what to do if they had an abnormal screening result were all very 
challenging to these women. Providing patient navigation would help reduce the stress and 
anxieties that Asian American women face and would also make it easier for them to access 
screening services thereby increasing the likelihood of being recruited and retained within the 
screening program.      
 A review of the literature shows that patient navigation has been associated with 
increased rates of screening, follow-up and better client satisfaction (Freeman, Muth, & 
Kerner, 1995; Ell, 2002b; Ell, 2002a; Frelix, Rosenblatt, Solomon, & Vikram, 1999; 
Weinrich et al., 1998). However, Dohan and Schrag (2005) reported that patient navigation is 
understudied and that previous studies have not engaged rigorous research designs to truly 
understand the effectiveness of patient navigation programs.   
 Recognizing the importance of patient navigation, the Patient Navigator Outreach and 
Chronic Disease Prevention Act of 2005 was signed into law on June 29, 2005 (National 
Cancer Institute, 2005a). This law authorizes the use of $25 million in grants over 5 years to 
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be administered through the Health Resources and Services Administration (HRSA) in 
consultation with the Indian Health Service, National Cancer Institute, Office of Rural Health 
Policy and other related agencies (National Patient Advocate Foundation, 2006). These funds 
will be used to recruit, assign, train and employ patient navigators who have knowledge of 
the communities they serve so as to assist in providing care to individuals (Republican Study 
Committee, 2005). According to the legislature, the duties that patient navigators are 
involved in include the following: 
1) “Assist with coordinating health care services for patients seeking cancer 
prevention screenings or patients whose early detection screening revealed 
abnormal findings, or diagnosis of, cancer or chronic disease. 
2) Facilitate community involvement in assisting individual who are at risk for or 
who have cancer or other chronic diseases to receive better access to high-quality 
health care services. 
3) Notify individuals of clinical trials and, on request, facilitate enrollment of 
eligible individuals in these trials. 
4) Assist patients to overcome barriers within the health care system to ensure 
prompt diagnostic and treatment resolution of abnormal findings of cancer or 
other chronic disease. 
5) Coordinate with health insurance programs to provide information to individuals 
regarding health coverage including private insurance, health care savings 
accounts and other programs such as Medicare, Medicaid, and Departments of 
Veterans Affairs and Defense health program. 
6) Conduct ongoing outreach to health disparity populations, including the 
uninsured, rural populations, and other medically underserved populations.” 
(Republican Study Committee, 2005, p. 2) 
 
In addition, the National Cancer Institute (NCI) established a Patient Navigator 
Research Program in 2002 (National Cancer Institute, 2006). In 2005, the NCI awarded $25 
million to focus research on understanding patient navigation to reduce cancer health 
disparities (National Cancer Institute, 2005b). This program was developed to test and 
evaluate innovative patient navigation programs with a focus on cancer patients from low 
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socioeconomic groups, racial and ethnic minority groups as well as patients in medically 
underserved areas (National Cancer Institute, 2005b).   
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Figure 11. A conceptual framework* to show how the use of cultural competency strategies can increase
recruitment and retention of Asian American women in the NBCCEDP (final)
Cultural Competency
Strategies
1. Conduct demographic
profile and assessment of
needs, strengths and assets
of the client population
2. Develop linguistic
competence
3. Use lay health advisors
4. Provide culturally and
linguistically appropriate
health education
materials/strategies
5. Develop partnerships with
communities/community
organizations
6. Include family /
community members
7. Facilitate learning between
providers and community
8. Coordinate with
practitioners of traditional
medicine
9. Develop policies to recruit
and retain culturally
diverse staff
10. Incorporate administrative
and organizational
strategies
11. Provide patient
navigation services
(added strategy)
Hypothesized Changes in Client Behavior
• Improved communication
• Increased trust
• Reduced misperceptions about healthcare
organizations and providers
• Increased perceived benefits to get screening
• Reduced perceived barriers to get screening
Hypothesized
Provision of
Culturally-
Competent
Services
• Client/
community
education
• Breast/cervical
cancer
screening
services
Hypothesized
Improved
Outcomes
• Increase
recruitment
and retention
of breast and
cervical
cancer
screening
among Asian
American
women in the
NBCCEDP
Hypothesized Changes in Provider Behavior
• Improved communication
• Increased respect for clients
• Changed misperceptions about breast and cervical
cancer and Asian American women
• Expanded understanding of client’s cultural
behaviors and environment
• Knowledge of client’s unique needs
* Adapted from Brach and Fraser’s (2000)
Conceptual Framework of How Nine Cultural
Competency Techniques Could Reduce Health
Disparities.
Hypothesized
Use of
Culturally-
competent
Cancer
Screening
Services for
Asian American
Women
Hypothesized Changes in Organizational Behavior
(newly added)
• Improved communication
• Increased capability to provide appropriate services
• Knowledge of the needs of Asian American women
• Increased understanding of how to prepare and
support providers to meet client’s unique needs
• Increased understanding and involvement of Asian
American communities
• Increased respect for providers and clients
• Increase capability to operationalize strategies to
allow easier access to services
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Summary Of Cultural Competency Strategies and Recommendations  
A summary of the study findings related to the cultural competency strategies is 
presented below under each of the 11 cultural competency strategies as outlined in the 
conceptual framework (Figure 11). This is followed by a summary of the recommendations 
made for this evaluation study.  
 
1.  Conduct demographic profile and assessment of needs, strengths and assets of the 
client population – The study findings show that one of the most important and first things 
to do when planning recruitment strategies is to conduct a demographic profile and an 
assessment of needs, strengths and assets of the Asian American community in their locality. 
This has been a successful strategy in tailoring recruitment as well as retention strategies to 
suit the target population. Outreach coordinators have also mentioned the need to asses the 
strengths and assets of the client population so as to tap into local resources, such as the 
provision of interpreter services. As populations change over time, there is also a need to 
constantly update their demographic profile and to conduct ongoing needs assessments.   
Outreach coordinators in this study have also stressed the importance of receiving 
feedback from their clients regarding their experiences with the screening process. They also 
stress gathering information about client satisfaction to improve services.   
Recommendations: 
• Encourage and support the need to conduct demographic profiles and assessments of 
needs, strengths and assets of the client population at federal, state and local levels 
including the language needs of clients (e.g. collecting data on client’s race/ethnicity and 
language preference). 
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• Promote the gathering of feedback/patient satisfaction data from clients and the 
community to understand issues surrounding the provision of screening services, 
recruitment and retention programs in a culturally and linguistically appropriate manner. 
 
2.  Develop linguistic competence - Linguistic barriers are a big deterrent to recruitment, 
retention and delivery of services to Asian American women(Lee, 2000). In this study, 71% 
of Asian American women interviewed did not speak English at all or not too well and this 
made it difficult for them to access screening services without language assistance. 
Interviews with Asian American women revealed that bilingual providers or interpreters 
made a difference in the screening experience as they were able to communicate effectively 
with providers.  
 Healthcare organizations in this study utilized a variety of ways to provide 
linguistically appropriate services to their clients. These include developing partnerships with 
bilingual providers and community-based organizations to provide interpreters. Other ways 
of providing interpreters were using telephone interpreter services and staff and volunteer 
interpreters as well as interpreters from interpreter agencies. However, the findings also show 
the difficulty that healthcare organizations face in providing language assistance to clients 
with limited English proficiency. Major barriers to providing language assistance include the 
inability of screening sites to find suitable interpreter services, inadequate budget, lack of 
interpreters, and difficulty coordinating interpreter services. Outreach coordinators have 
stressed that much more has to be done to provide more coverage for language services to 
clients with limited English proficiency who require language assistance. 
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Recommendations: 
• Develop plans for providing language assistance according to Title VI of the Civil Rights 
Act.  
• Identify federal and local resources and strategies for reimbursing costs of interpreter 
services. 
• Educate both health care professionals and clients of the client’s rights to language access 
according to Title VI of the Civil Rights Act. Develop methods for informing clients with 
limited English proficiency of their right to language assistance that is free of charge to 
them. 
 
3.  Use lay health advisors - Training bilingual and bicultural lay people to promote breast 
and cervical cancer screening have been used effectively in the NBCCEDP to reach out to 
other members of the community. Some of the support that lay volunteers provide include 
driving clients to and from screening sites, interpreting during appointments, providing 
information about breast and cervical cancer and screening, translating program materials, 
providing patient navigation and providing social support to encourage women to come in for 
screening and rescreening. Program administrators in outreach programs have mentioned the 
need to train more volunteers and to develop a curriculum for training however, barriers to 
training lay health advisors have included budget, staff and logistical constraints. 
Recommendations: 
• Promote the development of linguistically and culturally-competent lay health advisor 
programs. 
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4.  Provide culturally and linguistically appropriate health education materials and 
strategies – Study findings show that health education materials were widely distributed 
during recruitment of Asian American women and a wide variety of culturally and 
linguistically appropriate outreach strategies used in the NBCCEDP. A combination of 
seminars on cancer awareness and screening, media campaigns (e.g. radio/newspaper), 
videos and print materials have been found to be the most effective health education 
methods. A variety of health education materials exists in Asian languages that are common 
(e.g. Chinese, Vietnamese and Korean), however, health education materials are lacking in 
languages that are not widely used (e.g. Gujarati) in the U.S. Some criticisms of existing 
health education materials exist, mostly dealing with materials that are directly translated 
from English and which do not take into consideration cultural differences. Also, outreach 
coordinators have mentioned difficulty in searching for health education materials on breast 
and cervical cancer screening in different languages and would like to have this search 
process simplified.   
Recommendations: 
• Set up a one stop clearinghouse to consolidate health education materials in different Asian 
languages. This national clearing house must have a website where health education 
materials in different languages can be downloaded with additional links to where other 
health education materials (especially videos/DVDs) can be obtained.  
(Update: Since the recommendations were drafted, the Asian American Network for 
Cancer Awareness, Research and Training (AANCART) and the American Cancer Society 
(ACS) have jointly launched an online database for Asian language cancer materials on the 
ACS website. Currently the database provides links to Asian language materials only in 
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Chinese, Hmong, Khmer, Korean, Thai and Vietnamese. Materials in other Asian 
languages should also be added. As of August 2, 2006, this website is at: 
http://www.cancer.org/apicem)
• Develop health education materials (especially videos/DVDs) on topics related to 
breast/cervical cancer screening in languages for which such materials are not yet 
available (e.g. Gujarati) as they are too expensive for individual outreach organizations to 
produce by themselves. 
• Utilize ethnic specific media (e.g. radio, newspaper, magazines, television) to create 
cancer screening awareness and to announce NBCCEDP screening opportunities. 
 
5.  Develop partnerships with communities and community organizations – Partnerships 
with other organizations was the most effective recruitment strategy. The NBCCEDP 
partners with many different community organizations and groups at the national, state and 
local levels. This allows linkages to be established between the healthcare system and the 
target community. It also allows organizations to share expertise, resources, funding and 
infrastructure from the different organizations and groups they partner with. However, 
establishing partnerships are not without its problems. Relationships between partners vary 
and are always evolving and the role in which each partner brings to the collaboration may 
also change. Nevertheless, working in partnerships has been extremely effective in the 
NBCCEDP.   
Recommendations: 
• Promote and support the development of partnerships at national, state and local levels.  
Provide funding for coordination and guidance of these partnerships.  Recognize 
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especially the important role of ethnic specific community based, faith-based 
organizations (e.g. churches, temples, mosques), community based voluntary health 
organizations, and Asian American businesses (e.g. grocery stores and beauty salons) in 
working with Asian American women. 
• Provide training and technical assistance to partners (especially community-based 
organizations) that conduct outreach.  For example, training on the Health Insurance 
Portability and Accountability Act (HIPAA) and other healthcare laws and policies 
(including Title VI of the Civil Rights Act), medical facts on breast and cervical cancer, 
capacity building, grant writing, how to conduct research and evaluation, software training 
(e.g. Microsoft Access for creating client database) and media communications in 
promoting cancer screening during radio talk shows and newspaper articles.  
 
6.  Include family and community members – The importance of including family and 
community members in efforts to encourage women to go for screening should be 
highlighted. Interviews with Asian American women show family and friends play important 
roles in influencing women to go for screening and to provide support to them. This is 
because family ties play a significant role in Asian cultures and the approval and support of 
family members, including extended family members are important. Moreover, friends, co-
workers and others in the community can influence and shape a woman’s decision to get 
screened through peer pressure to conform to group norms and shared experiences. In this 
study, community and religious leaders also played important roles in influencing women’s 
decisions in going for screening. Moreover instrumental support from family and friends in 
the form of providing transportation and interpretation has also been essential. 
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Recommendations: 
• Recognize the importance of Asian American women’s family and community members 
in influencing women’s decisions regarding screening. Involve family and community 
members in recruitment and retention programs. 
• Involve community representatives in planning recruitment and retention programs, in 
developing the curriculum for cultural competency training and in gathering feedback on 
screening services. 
 
7.  Facilitate learning between providers and community – Creating learning 
opportunities for providers and community members have been important to share each 
other’s cultures and concern each have about the other in terms of cancer and screening 
issues. Cultural competency training regarding serving and reaching out to Asian American 
women in the NBCCEDP has been widely conducted within the NBCCEDP. Major barriers 
to offering cultural competency training include the lack of funding, the lack of suitable 
trainers and difficulties with planning the training curriculum. In general, program 
administrators and service providers are eager to learn and welcome all avenues for them to 
learn about their clients’ culture and their concerns about screening so as to better recruit and 
provide services for them. 
Recommendations: 
• Cultural competency training for providers – Increase funding for training. Collaborate 
with other agencies/organizations/universities to organize training programs, design the 
curriculum and identify, train and fund suitable trainers. 
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• Provide organizers of cultural competency trainings with resources that they can tap into 
online as well as to direct them to organizations for expert assistance with developing the 
curriculum. 
• Organize a conference to share effective outreach strategies used to recruit Asian 
American women in the NBCCEDP – Outreach coordinators and supervisors would like 
to see a conference on recruitment strategies for Asian American women so that they can 
share their ideas and learn new strategies. 
 
8. Coordinate with practitioners of traditional medicine - There was very little 
collaboration with practitioners of traditional medicine in this study. The only two examples 
that were mentioned in the program director’s survey were partnerships with traditional 
medicine practitioners who had offices in the same health center as the screening sites. Other 
examples mentioned by Asian American women include a referral by a foot reflexologist 
who detected that there was a problem in the breast that had to be further investigated as well 
as traditional Chinese medicine practitioners who encouraged their clients to go for breast 
and cervical cancer screening according to screening guidelines and who had brochures on 
breast and cervical cancer screening in their offices. However, Asian American women, 
outreach coordinators and service providers mentioned that the influence of traditional 
medicine practitioners should not be ignored as Asian American women in this study did 
consult practitioners of traditional medicine and/or used herbal medicine. Interviews with 
Asian American women showed that these women did consult practitioners of traditional 
medicine when they were suspicious of breast lumps or for treatment options when they were 
diagnosed with cancer. However, much more research is needed to understand in greater 
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detail how it would be possible to collaborate with traditional medicine practitioners in 
recruitment programs with Asian American women in the NBCCEDP.   
Recommendations: 
• Explore opportunities to collaborate with practitioners of traditional medicine to recruit 
and refer women for breast and cervical cancer screening in the NBCCEDP. 
 
9. Develop policies to recruit and retain culturally diverse staff – Bilingual and bicultural 
outreach staff were the most effective outreach personnel in the NBCCEDP as they not only 
had the language skills but were able to bridge the gap between the mainstream American 
healthcare systems with the Asian American community. Bilingual service providers were 
equally as effective in providing services to Asian American women. Hence, promoting the 
hiring of or partnering with bilingual program administrators and service providers who 
match the race and ethnicity of the client population should be considered as to allow better 
communication between providers and clients.  
Recommendations: 
• Recruit more bilingual and bicultural outreach coordinators/case managers/providers. 
Partner with organizations that have bilingual and bicultural outreach coordinators. 
Contract with bilingual providers or providers with language assistance programs to meet 
the language needs of the community. 
 
10.  Incorporate administrative and organizational strategies - In this study, a variety of 
administrative and organizational strategies were reported so as to address cultural and 
linguistic barriers that Asian American women face when they come in for screening.  These 
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strategies can affect access to and utilization of screening services. For example, altering the 
clinic environment to become more friendly and welcoming to Asian American women can 
be done by placing Asian language signs up in clinics. Another example is to extend 
linguistic competency beyond the clinical encounter by offering hotlines, appointment lines 
and other written materials in Asian languages. Yet another example that was found in this 
study was to bring screening, in the form of mobile screening units, to locations where the 
Asian American community resides in or is familiar with (e.g. churches and Asian grocery 
stores). Other administrative and organizational strategies that were reported in this study 
include setting up block screening times for women who speak the same language, providing 
cultural competency training to providers, providing interpreter services, having clinic 
operations outside of traditional office hours, ensuring that there are public and/or private 
transportation available from Asian neighborhoods to screening sites and having screening 
sites located in or near Asian neighborhoods.   
Recommendations 
• Promote the adoption of the National Standards for Culturally and Linguistically 
Appropriate Services (CLAS). 
 
11. Provide patient navigation services (new strategy) – The study findings show that 
Asian American women who were interviewed found it difficult to navigate the American 
healthcare system. This has led to negative experiences as well as increased stress and 
anxieties faced by Asian American women when going for screening. Asian American 
women complained of rude staff when asking for directions, feeling lost in a hospital, not 
knowing what to do with a letter describing abnormal screening results and not knowing the 
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process they have to go through when going for screening. Having a patient navigation 
program will help alleviate Asian American women’s anxieties and address the many barriers 
they may have. 
Recommendations: 
• Promote the development of patient navigation services within organizations. 
• Promote the development of patient empowerment programs to educate clients on how to 
navigate the healthcare system and to take charge of their care. 
 
Creating A More Culturally-competent System 
 The culturally competency strategies that can be used to develop and plan recruitment 
and retention strategies among Asian American women in the NBCCEDP was outlined 
above including recommendations to enhance recruitment and retention. The journey that an 
individual, department, organization or program takes to achieve cultural competency is a 
continuously evolving one. The journey taken is not the same for everyone as different 
entities are at different points of the cultural competency spectrum and possess varied assets 
and resources to assist them in achieving their cultural competency goals and outcomes.   
 Where does one start in creating a more culturally-competent healthcare system? In 
reviewing the many documents on creating a culturally-competent healthcare system, the 
recommended first step is to develop a comprehensive written policy, train employees on the 
policy and operationalize the policy as well as to enforce and assess the policy (Betancourt et 
al., 2002; Anderson, Scrimshaw, Fullilove, Fielding, & Normand, 2003). The main challenge 
lies in how to actually operationalize the written policies as this step can be extremely 
daunting.  
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Other barriers exist in operationalizing written policies. Despite the mandates brought 
about by Title VI as well as the existence of the CLAS standards, these mandates and 
standards have not been given adequate funding and guidance to allow healthcare institutions 
to actually implement them. Interviews with program administrators and service providers 
showed that many of them were not aware of the Title VI mandates. And for those who were 
aware of these mandates, they felt that they could not do much to implement these mandates 
in their organization because they did not have adequate funding, resources, power or “buy 
in” from upper management. A director at a community based voluntary health organization 
mentioned that in order to implement the mandates of Title VI, the whole healthcare system 
had to change and funding was another major issues: 
It’s very difficult. Right. That was the issue [referring to non compliance of Title VI], 
right. That was one that I was fighting hard, but it didn’t work, because in reality 
that’s not going to work in _____ [name of city]. We have to change the whole 
system then. Our _____ [name of organization], the senior level, they’re working 
hard to bring those hospital CEOs into our system, working together. Maybe in the 
future—very, very—maybe 10 years or 20 years later it could work that way, but 
right now all we could hear from those hospitals is that they don’t have money. 
(Director, community based voluntary health organization) 
 
An executive director of a community based non profit cancer organization cited that 
the non compliance of Title VI was a major problem not only for patients but also for 
organizations that want to advocate for the implementation of Title VI as illustrated by this 
quote: 
And most of the time, it is [referring to Title VI mandates] not being done, it’s not 
being complied, including federal funded clinical trials, and it is a huge problem, not 
only for the patients but for organizations like ours. It’s difficult for us to deal with it, 
and I’ll explain why. We have the need to continue to have good relationships with 
the providers. We don’t want to be labeled with some names and provider hear our 
name and that’s it, they shut their doors, because we need to work with them, they 
play a very important role in keeping our community healthy, so we don’t want to 
offend them. At the same time we want to fight for the patient’s rights and that’s 
assistance to limited English-proficiency patients. It’s not nearly at the level where 
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we had hoped it to be.  It’s largely being ignored. (Executive director, community 
based non profit cancer organization) 
 
When asked what kinds of recommendations should be in place for complying with 
the Title VI mandates, the same executive director mentioned the need for a government 
entity to take charge of providing guidance, to enforce the mandates and to receive feedback 
and complaints about non compliance as cited in this quote: 
I think the system needs to have a place where, and I started to grope to see where we 
can go, and at least file a complaint, or let people know that you gotta do this, and I 
talked with some other organizations, and it was a pain for us to – how do we 
approach these people and tell them, “It’s a law and you gotta do it!”  So, I think that 
there should be a government-funded center that helps to explain to these people that 
you gotta do it, it’s a law, and to intervene. To have a centralized place where we can 
inform them what happened, give them the specifics so that they can come in and 
solve the problem. That way we don’t break the relationship with the providers and at 
the same time we still can provide services to the clients. (Executive director, 
community based cancer organization) 
 
In the light of current policies on providing cultural competent care not being detailed 
enough to operationalize adequately, it is hoped that this study’s conceptual framework 
(Figure 11) may provide some insight into how policies can be better operationalized. The 
first step in approaching this conceptual framework would be to conduct demographic 
profiles and assessment of needs, strengths and assets of the client population. This step is 
also reflected in other studies and policies to be one of the first essential steps needed in 
order to plan effective programs for the target population (Betancourt et al., 2002; 
Department of Health and Human Services, 2003; U.S. Department of Health and Human 
Services, Office of Minority Health, 2001). Understanding basic information such as the 
ethnic distribution, spoken and written languages of the client population allows for 
appropriate planning to meet the cultural and linguistic needs of this population. Such an 
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assessment can then be used to develop in further detail, the other cultural competency 
strategies and in planning recruitment and retention programs.  
 The other cultural competency strategies are also equally as important but should be 
developed in relation to the needs assessment of the target population as well as the resources 
available in the community. As organizations are at different points on the cultural 
competency spectrum, this conceptual framework should be a goal to aim for rather than for 
all of the strategies to be implemented simultaneously. Organizations have different 
resources, staffing, expertise, budget constraints and mission statements. It is hoped that 
through working in partnerships and allowing community members to voice concerns and be 
part of the planning committee, organizations can pool resources and expertise and to use the 
conceptual framework as a framework for developing their recruitment and retention 
programs. 
 
Study Strengths and Limitations 
 The use of the Utilization Focused Evaluation (UFE) to guide the entire evaluation 
process was the main strength (see Appendix 11 for Reflections on the Collaborative Evaluation 
Fellows Project). First of all, UFE conforms to The Program Evaluation Standards (The Joint 
Committee on Standards for Educational Evaluation, 1994). Secondly, the evaluation focus 
was on the intended use by intended users (Patton, 1997). The UFE process allowed 
participation from stakeholders so as to include their needs and concerns when 
conceptualizing the evaluation aims and study design. The proposed evaluation design was 
reviewed by stakeholders and negotiated to best answer the evaluation questions in a rigorous 
manner. After the study results were analyzed, the stakeholders were involved with the 
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interpretation of the results and finalization of the proposed recommendations. The use of 
UFE allowed for the evaluation to be practical and of use to the stakeholders.  
The second strength of this study is the use of evidence based approaches to practice, 
drawing on the scientific literature to inform the development of the cultural competency 
conceptual framework. This conceptual framework together with stakeholder involvement 
were used to guide the content of the research questions, questionnaire development, study 
design and data analysis. From the study results, the cultural competency conceptual 
framework proposed in this proposal was then finalized. 
The third strength of this study was that there was rich data from multiple sources 
using a variety of methods. Data was collected at the national, state and local levels and from 
multiple perspectives. These multiple perspectives include viewpoints from state program 
directors, program administrators (including outreach coordinators and case managers), 
service providers who work directly with Asian American women in their programs as well 
as the perspectives of Asian American women (both participants and non participants of the 
NBCCEDP). The study also utilized multiple methods to collect data – mailed 
questionnaires, telephone interviews, individual interviews, site visits and document review. 
Hence, this multi-method, multi-perspective study was designed and implemented so as to 
build methodological and data source triangulation into the study, adding to the strength of 
the study. Not only did the study utilized multiple methods to collect data but the study 
included the use of both qualitative and quantitative data. For the program director’s survey 
and the outreach coordinators/service provider’s survey, the data collection instruments were 
primarily quantitative and had many close ended questions. This allowed for a large amount 
of data to be collected from many busy respondents in a short time. Qualitative data was 
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collected during the telephone interviews with the outreach coordinators and service 
providers, during individual interviews with Asian American women and also during 
interviews and informal discussions during the site visits.       
 Using qualitative description as a method of inquiry in this study was a strength as 
this evaluation required straight descriptions of the phenomena and a retelling of the who,
what and where of events. The use of qualitative description as a method of inquiry was the 
best choice for this evaluation over other methods (e.g. ethnography or grounded theory) as 
this method stayed closer to the data and presented descriptions of events and experiences in 
everyday terms (Sandelowski, 2000). This permitted the understanding of complex 
experiences from many different viewpoints and from both client and program 
administrators/providers’ perspectives. Also, this method allowed for the use of data from 
multiple sources (e.g. surveys, interviews, observation) and the use of quantitative data to be 
weaved in for mixed method inquires (Sullivan-Bolyai, Bova, & Harper, 2005).    
This study had several limitations. First, the study results are not representative of all 
Asian cultures. Heterogeneity within the Asian American community made it impossible to 
include all the different Asian ethnic groups with full representation in this study. It is 
noteworthy that this dissertation does not attempt to provide recommendations for specific 
Asian ethnic groups. Although there are many cultural differences among the different Asian 
ethnic groups which may warrant different recruitment strategies, the findings of this study 
show the dangers of stereotyping. Instead of providing effective strategies that have worked 
well for each of the individual Asian ethnic groups, the cultural competency strategies as 
outlined in the cultural competency conceptual framework (Figure 11) should be used to 
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guide the planning of recruitment, retention and service delivery programs for all Asian 
ethnic groups.    
A second limitation of the methods used in this study is a sampling bias as the Asian 
American women (both participants and non participants) were recruited into the study 
primarily by outreach coordinators and service providers. Hence, participants have some 
access to the healthcare system and are in contact with healthcare providers or have family 
and friends who are in contact with the healthcare system. We cannot know how this would 
bias the results and not be representative of the population if there was a random sample of 
the true population. Moreover, social desirability is a potential limitation particularly among 
Asian American women who were interviewed. Despite assurances of confidentiality, it is 
possible that respondents offered socially desirable responses to the interviewer’s questions. 
This is because the topic of cancer and in particular, breast and cervical cancer are sensitive 
issues (Wellisch et al., 1999; Tang et al., 2000).  
 For the program administrator/service providers’ survey, program directors were 
asked to recommend key informants who were knowledgeable about recruitment, retention 
and service provision activities among Asian American women to be interviewed. Although 
this might have provided information rich cases, there may have been a bias as program 
directors may have selected program administrators and service providers who would say 
positive things about the program. 
 
Implications for Future Research 
Intervention studies are needed to assess the effectiveness of implementing these 
cultural competency strategies on breast and cervical cancer screening outcomes. As a first 
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step in designing cultural competence intervention studies, Fortier and Bishop’s (2003) report 
on “Setting the agenda for research on cultural competency in health care” should be 
consulted. This report provides a broad look at three groups of cultural competence 
interventions and their impact on health care and health outcomes. These three groups 
include culturally sensitive interventions, language assistance and organizational supports for 
cultural competence. The authors also present how further research in cultural competency 
may be conducted together with methodological and practical considerations. 
This study has provided an evaluation of strategies used to recruit, retain and provide 
screening services to Asian American women in the NBCCEDP. As there are many Asian 
groups with differing cultures, religious, languages and lifestyles, it would be interesting to 
conduct an evaluation for each of the different Asian groups and in different settings in terms 
of how they are recruited and retained in the NBCCEDP and the unique challenges they face 
while accessing the NBCCEDP.   
The study findings also illustrates that there is little information regarding 
partnerships with traditional medicine practitioners in terms of recruitment or referrals. 
However, there were occasional accounts of traditional medicine practitioners who either 
offered to place flyers regarding screening in their offices or have actually referred women to 
go for screening when they find abnormalities. As the influence of traditional medicine 
practitioners among some of the Asian American groups (e.g. Chinese) is strong, this 
potential venue of collaboration should be studied further. As a first step, a feasibility study 
should be conducted to gather diverse viewpoints regarding partnerships with traditional 
medicine practitioners to do outreach. It is also essential to understand the perspectives of 
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different types of traditional medicine practitioners on how they view breast and cervical 
cancer, cancer screening and treatment.   
 In-depth research on each of the eleven cultural competency strategies is also 
needed. For example, patient navigation is one of the cultural competency strategies that very 
little research has been conducted on. To what extent is patient navigation being carried out 
among Asian American clients in the NBCCEDP? What kinds of patient navigation 
programs exist? Who should provide patient navigation services? What kinds of barriers are 
being addressed with patient navigation services? And what is patient feedback on existing 
patient navigation programs? What is the cost effectiveness of having patient navigation 
programs? Does patient navigation actually increase patient satisfaction and improve 
screening outcomes? 
Research to explore the degree of importance of each of the cultural competency 
strategies is warranted and in particular which cultural competency strategies either utilized 
alone or in combination with others increase client satisfaction or improve screening 
outcomes. Another important research would be to study the cost effectiveness of individual 
cultural competency strategies as well as strategies used in different combinations. Research 
is also needed as to how these cultural competency strategies can be operationalized within a 
small budget and in areas where there is a small Asian American community. Involving the 
community in aspects of an intervention study including the study design through community 
based participatory research allows researchers to address barriers that Asian American 
women have in accessing screening services and to tailor recruitment, retention and service 
delivery strategies that will benefit the target community. 
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Implications for Practice and Policy 
 From this study, eleven cultural competency strategies were identified to address the 
needs of Asian American women to overcome cultural and linguistic barriers towards 
accessing the NBCCEDP. The use of these cultural competency strategies can increase the 
quality of care provided to low income Asian American women in breast and cervical cancer 
screening as it takes into consideration the barriers and challenges that they face. These 
cultural competency strategies will be useful for organizations in developing and reviewing 
their recruitment, retention and service delivery plans. The results of this study can also be 
used as evidence to include culturally-competent strategies for organizations to obtain 
funding for their recruitment, retention and service delivery programs. In summary, the study 
results emphasize the importance of using culturally-competent strategies in all healthcare 
organizations for diverse populations accessing the healthcare system.  
 With regards to the mandates brought about by Title VI of the Civil Rights Act as 
well as the CLAS standards, this study has shown that there are difficulties in 
operationalizing these mandates at healthcare institutions that provide breast and cervical 
cancer screening services to Asian American women in the NBCCEDP. Further policy 
guidance and assistance is needed for healthcare institutions to operationalize these 
mandates. Enforcement of the legislature as well as the CLAS mandates are also needed. 
 
Conclusion 
 This dissertation has provided an overview of how the NBCCEDP is working to 
recruit, retain and provide services to Asian American women. One of the major findings is 
that the NBCCEDP works in partnership with a wide variety of organizations. They pool 
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resources to reach and provide breast and cervical cancer screening services to Asian 
American women. The NBCCEDP has found many different ways of implementing cultural 
competency strategies to increase access to screening in this population. For example, 
outreach coordinators have been extremely creative in developing outreach strategies. In 
particular, bilingual and bicultural outreach coordinators have to be given special 
commendation for their dedication to their work and to the community they work in. 
Based upon the findings of this study, the cultural competency strategies 
recommended for use by program directors, outreach coordinators and service providers in 
planning recruitment and retention strategies for Asian American women are summarized 
below: 
1.  Conduct demographic profile and assessment of needs, strengths and assets of the client 
population 
2.  Develop linguistic competence 
3.  Promote the use of lay health advisors 
4.  Provide culturally and linguistically appropriate health education materials and strategies 
5.  Develop partnerships with communities/community organizations 
6.  Include family/community members 
7.  Facilitate learning between providers and community  
8.  Coordinate with practitioners of traditional medicine  
9. Develop policies to recruit and retain culturally diverse staff 
10. Incorporate administrative and organizational strategies 
11. Provide patient navigation services 
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As the country’s demographic profile keeps shifting with a growing minority 
population, the use of cultural competency strategies will be increasingly important to 
address the cultural and linguistic needs of diverse populations so as to reduce healthcare 
disparities and to provide better healthcare quality for all. 
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APPENDIX 1 
 
The Asian American Population by State (Census 2000) 
(States are sorted according to number of Asians in descending order) 
 
No. State 
Total 
Asian % Asian No. State 
Total 
Asian % Asian
1 California 2821631 11.46 27 Louisiana 40038 1.23
2 New York 807527 5.65 28 Oklahoma 35806 1.4
3 Texas 420011 2.81 29 Kansas 34587 1.75
4 Hawaii 415365 45.36 30 Utah 27959 1.85
5 New Jersey 355806 5.62 31 South Carolina 27486 0.92
6 Illinois 324293 3.53 32 Iowa 26330 1.2
7 Washington 245735 5.61 33 Alabama 23724 0.71
8 Florida 204194 1.66 34 Kentucky 22572 0.74
9 Virginia 199733 3.74 35 Alaska 18418 4.22
10 Massachusetts 178698 3.69 36 Rhode Island 16942 2.12
11 Pennsylvania 164678 1.76 37 Nebraska 16125 1.28
12 Maryland 160943 4.08 38 Arkansas 15177 0.76
13 Georgia 129659 2.15 39 New Mexico 14718 1.12
14 Michigan 128682 1.75 40 Mississippi 13604 0.66
15 Ohio 101257 1.2 41 DC 13437 2.94
16 Minnesota 88137 2.43 42 Delaware 12333 2.09
17 North Carolina 82637 1.36 43 New Hampshire 11913 1.29
18 Oregon 76638 2.98 44 Idaho 9134 0.99
19 Colorado 71592 2.24 45 West Virginia 7372 0.52
20 Nevada 71303 4.8 46 Maine 6392 0.66
21 Arizona 71144 1.89 47 Vermont 3699 0.8
22 Connecticut 60941 2.38 48 Montana 3399 0.51
23 Wisconsin 53286 1.33 49 South Dakota 3133 0.57
24 Missouri 47110 1.13 50 North Dakota 2703 0.56
25 Indiana 45453 1.01 51 Wyoming 2180 0.6
26 Tennessee 42365 0.99
Note. Data from The Asian Population: 2000 (Census 2000 Brief) by U.S. Census Bureau, 2002, Washington, 
D.C.: U.S. Department of Commerce. 
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APPENDIX 2 
 
Breast and Cervical Cancer Screening Guidelines 
 
When and how often should women go for breast and cervical cancer screening?  The 
American Cancer Society (ACS) and the U.S. Preventive Services Task Force (USPSTF) has 
the following breast and cervical cancer screening guidelines: 
 
Breast Cancer Screening Guidelines 
 
American Cancer Society 
(Smith, Cokkinides, & Eyre, 2006) 
U.S. Preventive Services Task Force 
(U.S. Preventive Services Task Force, 2003a)
• Yearly mammograms are recommended starting at 
age 40 and continuing for as long as a woman is in 
good health. 
 
• Clinical breast exam (CBE) should be part of a 
periodic health exam, about every 3 years for 
women in their 20s and 30s and every year for 
women 40 and over. 
 
• Women should know how their breasts normally 
feel and report any breast change promptly to their 
health care providers. Breast self-exam (BSE) is an 
option for women starting in their 20s. 
 
• Women at increased risk (for example, family 
history, genetic tendency, past breast cancer) 
should talk with their doctors about the benefits 
and limitations of starting mammography 
screening earlier, having additional tests (for 
example, breast ultrasound or MRI), or having 
more frequent exams. 
• Recommends screening mammography, with or 
without clinical breast exam (CBE), every 1-2 year 
for women aged 40 and older. 
 
• Evidence is insufficient to recommend for or 
against routine CBE alone to screen for breast 
cancer. 
 
• Evidence is insufficient to recommend for or 
against teaching or performing routine breast self 
exam (BSE). 
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Cervical Cancer Screening Guidelines 
 
American Cancer Society 
(Smith et al., 2006) 
U.S. Preventive Services Task Force 
(U.S. Preventive Services Task Force, 
2003b) 
• Cervical cancer screening should begin 
approximately three years after a woman begins 
having vaginal intercourse, but no later than 21 
years of age. Screening should be done every year 
with the regular Pap test or every 2 years using the 
newer liquid-based Pap test. 
 
• Beginning at age 30, women who have had 3 
normal Pap test results in a row may get screened 
every 2 to 3 years. Another reasonable option for 
women over 30 is to get screened every 3 years 
(but not more frequently) with either the 
conventional or liquid-based Pap test, plus the 
HPV DNA test. Women who have certain risk 
factors such as diethylstilbestrol (DES) exposure 
before birth, HIV infection, or a weakened 
immune system due to organ transplant, 
chemotherapy, or chronic steroid use should 
continue to be screened annually. 
 
• Women 70 years of age or older who have had 3 
or more normal Pap tests in a row and no abnormal 
Pap test results in the last 10 years may choose to 
stop having cervical cancer screening. Women 
with a history of cervical cancer, DES exposure 
before birth, HIV infection or a weakened immune 
system should continue to have screening as long 
as they are in good health. 
 
• Women who have had a total hysterectomy 
(removal of the uterus and cervix) may also choose 
to stop having cervical cancer screening, unless the 
surgery was done as a treatment for cervical cancer 
or precancer. Women who have had a 
hysterectomy without removal of the cervix should 
continue to follow the guidelines above. 
 
• The USPSTF strongly recommends screening for 
cervical cancer in women who have been sexually 
active and have a cervix. Beginning screening 
within 3 years of onset of sexual activity or age 21 
(whichever comes first) and screening at least 
every 3 years). 
 
• The USPSTF recommends against routinely 
screening women older than age 65 for cervical 
cancer if they have had adequate recent screening 
with normal Pap smears and are not otherwise at 
high risk for cervical cancer 
 
• The USPSTF recommends against routine Pap 
smear screening in women who have had a total 
hysterectomy for benign disease. 
 
• The USPSTF concludes that the evidence is 
insufficient to recommend for or against the 
routine use of new technologies to screen for 
cervical cancer. 
 
• The USPSTF concludes that the evidence is 
insufficient to recommend for or against the 
routine use of human papillomavirus (HPV) 
testing as a primary screening test for cervical 
cancer. 
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APPENDIX 3 
 
Detailed Timeline of the Evaluation Study 
 
1) Proposal Writing and Review Phase  
 
No. Activity Original 
Schedule 
Actual Schedule 
1. Identify evaluation project  Sept 2001–Mar 2002 
2. Meeting with program directors  Sept 2001–Mar 2002 
3. Recruit advisory group   Sept 2001–Mar 2002 
4. Review literature  Sept 2001–Mar 2002 
5. Primary advisory group contributes to 
development of evaluation proposal 
 April 2002 
6. Proposal, data collection instruments and 
literature review drafted  
 April 2002 
7. Review of proposal and data collection 
instruments by advisory group 
 May–Nov 2002 
8. Revise proposal and data collection 
instruments  
 May–Nov 2002 
9. Approval of final proposal and data 
collection instruments  
 Nov 2002 
10. IRB application process at UNC  Nov 2002 
11. IRB application process at New York, 
New Jersey and California health 
departments 
 Mar–Dec 2003 
2) Data collection/Data Entry/Report Writing Phase 
 
No. Activity Original 
Schedule 
Actual Schedule 
12. Data Collection (see detailed timeline 
below) 
Nov 2002–May 2003 April 2003 - June 2004 
13. Data Entry (including transcribing tapes) Mar-Aug 2003 April-April 2005 
14. Data Analysis & preparation of 
preliminary report 
Mar-Aug 2003 April – May 2006 
15. Preliminary report sent to case study 
states for accuracy check 
 June 2006 
16. Send preliminary report out to advisory 
group via email 
Sept 2003 July 2006 
17. Preparation of final report Oct-Nov 2003 July - August 2006 
18. Final report sent to ACS/CDC Dec 2003 September 2006 
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3) Data Collection Timeline 
 
No. Phase Original 
Schedule 
Actual/ 
Projected 
Schedule 
Notes 
(Primary delay was due 
to awaiting IRB 
approvals) 
1 Pretesting of data 
collection instruments 
Nov-Dec 2002 April – June 
2003 
Difficulty in recruiting 
interviewees but managed to 
recruit interviewees in North 
Carolina 
 
2 Phase 1: Implementation 
of program director’s 
survey 
Jan-Feb 2003 September 15, 
2003 – May 
2004  
(the bulk of 
which came in 
by January 2004) 
Timing had to be 
synchronized with program 
directors to introduce the 
study to them as well as to 
give them time to send the 
survey back as these programs 
are all understaffed.  In the 
end, a response rate of 82% 
was achieved. See table below 
for detailed description of the 
implementation of this phase. 
 
3 Phase 2:  Telephone 
interviews with key 
NBCCEDP program 
administrators and service 
providers 
Feb-Mar 2003 December 2003 
– Oct 2004 
Program directors in phase 1 
of the study had to provide 
referrals for us to contact 
interviewees.     
4 Phase 3:  Case study in 
New York / New Jersey 
April 2003 March/April 
2004 
The timing for this phase had 
to be synchronized with the 
relevant health 
departments/partnerships.  
Furthermore IRB approvals 
for each state had to be 
completed. Making contact 
with different organizations 
and recruiting Asian women 
for the interviews also proved 
to be lengthy. 
 
5 Phase 3:  Case study in 
Los Angeles, CA  
May 2003 May-June 2004 Again, the timing had to be 
synchronized with the health 
department. 
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4) Schedule for Implementing the Program Director’s Survey 
 
Contact 
#
Contact Type Date Implemented Comments 
1 Pre-notice letter  
(via email from Susan True, 
CDC) 
15 September 2003  
2 Mailed survey, cover letter, 
consent form and return 
stamped envelope 
17 September 2003 Was sent a day earlier 
than planned because of 
the coming hurricane 
3 Mailed thank you (cum 
reminder) postcard to all 
program directors 
2 October 2003  
4 Mailed replacement survey, 
cover letter and return 
stamped envelope* 
22 October 2003 Original plan was for 9 
Oct but was postponed 
as program directors had 
to send in their returns 
during first half of that 
month. 
5 Thank you cum reminder 
emails 
November 2003 This was sent out to 
thank those who had 
sent in their completed 
surveys and also to 
encourage those who 
have not to sent their 
surveys. 
6 Reminder Email 1* 10 December 2003 
7 Reminder Phone call 1*^ 11 December 2004 
Many program directors 
said that they were 
swamped with work at 
the end of the year or 
were on vacation and 
asked to send in their 
surveys in January. 
8 Reminder Email 2* 22 January 2004 
9 Reminder Phone call 2*^ 27 January 2004 
I decided to do a second 
round of emails and 
phone calls as most 
program directors were 
less busy in January 
(compared to 
December) and more 
likely to return their 
surveys then. 
* This was only for program directors who had not returned their completed survey 
^ Reminder phone calls were made if there were no responses to the reminder email 
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APPENDIX 4 
 
The 15 Step Collaborative Evaluation Fellows Project (CEFP) Evaluation Process 
 
Stage Steps 
 
I.    Groundwork 1.  Identify evaluation project, faculty and student 
2.  Hold telephone conference or meeting to discuss project 
3.  Convene evaluation advisory group to develop the evaluation proposal 
 
II.   Formalization 4.  Approve the proposal 
5.  Complete and sign MOA 
6.  Sign contracts with faculty and student 
 
III.  Implementation 7.  Develop and approve data collection instruments 
8.  Collect and analyze data 
9.  Review preliminary findings with evaluation advisory group 
10. Prepare and distribute draft report 
 
IV. Utilization 11. Convene meeting to “wrap up” evaluation study and discuss utilization 
of findings 
12. Distribute final report with utilization recommendations 
13. Forward report to appropriate persons or identifies task force if no 
appropriate person/group exists 
14. Track the progress of the action plan from step 13 and modify as 
necessary 
15. Summarize how findings were used, lessons learned, likely next steps 
 
Source: (Compton et al., 2001) 
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APPENDIX 5 
 
A Summary of the Program Evaluation Standards 
 
Utility Standards
The utility standards are intended to ensure that an evaluation will serve the information 
needs of intended users. 
 
No. Standard Explanation 
U1 Stakeholder Identification Persons involved in or affected by the evaluation should be 
identified, so that their needs can be addressed. 
U2 Evaluator Credibility The persons conducting the evaluation should be both trustworthy 
and competent to perform the evaluation, so that the evaluation 
findings achieve maximum credibility and acceptance. 
U3 Information Scope and 
Selection 
Information collected should be broadly selected to address 
pertinent questions about the program and be responsive to the 
needs and interests of clients and other specified stakeholders 
U4 Values Identification The perspectives, procedures, and rationale used to interpret the 
findings should be carefully described, so that the bases for value 
judgements are clear. 
U5 Report Clarity Evaluation reports should clearly describe the program being 
evaluated, including its context, and the purposes, procedures, 
and findings of the evaluation, so that essential information is 
provided and easily understood. 
U6 Report Timeliness and 
Dissemination 
Significant interim findings and evaluation reports should be 
disseminated to intended users, so that they can be used in a 
timely fashion. 
U7 Evaluation Impact Evaluations should be planned, conducted, and reported in ways 
that encourage follow-through by stakeholders, so that the 
likelihood that the evaluation will be used is increased. 
Feasibility Standards
The feasibility standards are intended to ensure that an evaluation will be realistic, prudent, 
diplomatic, and frugal. 
 
No. Standard Explanation 
F1 Practical Procedures The evaluation procedures should be practical, to keep disruption 
to a minimum while needed information is obtained 
F2 Political Viability The evaluation should be planned and conducted with 
anticipation of the different positions of various interest groups, 
so that their cooperation may be obtained, and so that possible 
attempts by any of these groups to curtail evaluation operations or 
to bias or misapply the results can be averted or counteracted. 
F3 Cost Effectiveness The evaluation should be efficient and produce information of 
sufficient value, so that the resources expended can be justified. 
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Propriety Standards
The propriety standards are intended to ensure that an evaluation will be conducted legally, 
ethically, and with due regard for the welfare of those involved in the evaluation, as well as 
those affected by its results. 
 
No. Standard Explanation 
P1 Service Orientation Evaluations should be designed to assist organizations to address 
and effectively serve the needs of the full range of targeted 
participants. 
P2 Formal Agreements Obligations of the formal parties to an evaluation (what is 
supposed to be done, how, by whom, when) should be agreed to 
in writing, so that these parties are obligated to adhere to all 
conditions of the agreement or formally to renegotiate it. 
P3 Rights of Human Subjects Evaluations should be designed and conducted to respect and 
protect the rights and welfare of human subjects. 
P4 Human Interactions Evaluators should respect human dignity and worth in their 
interactions with other persons associated with an evaluation, so 
that participants are not threatened or harmed. 
P5 Complete and Fair 
Assessment 
The evaluation should be complete and fair in its examination and 
recording of strengths and weaknesses of the program being 
evaluated, so that strengths can be built upon and problem areas 
addressed. 
P6 Disclosure of Findings The formal parties to an evaluation should ensure that the full set 
of evaluation findings along with pertinent limitations are made 
accessible to the persons affected by the evaluation, and any 
others with expressed legal rights to receive the results. 
P7 Conflict of Interest Conflict of interest should be dealt with openly and honestly, so 
that it does not compromise the evaluation processes and results 
P8 Fiscal Responsibility The evaluator’s allocation and expenditure of resources should 
reflect sound accountability procedures and otherwise be prudent 
and ethically responsible, so that expenditures are accounted for 
and appropriate. 
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Accuracy Standards
The accuracy standards are intended to ensure that an evaluation will reveal and convey 
technically adequate information about the features that determine worth or merit of the 
program being evaluated. 
 
No. Standard Explanation 
A1 Program Documentation The program being evaluated should be described and 
documented clearly and accurately, so that the program is clearly 
identified. 
A2 Context Analysis The context in which the program exists should be examined in 
enough detail, so that its likely influences on the program can be 
identified. 
A3 Described Purposes and 
Procedures 
The purposes and procedures of the evaluation should be 
monitored and described in enough detail, so that they can be 
identified and assessed. 
A4 Defensible Information 
Sources 
The sources of information used in a program evaluation should 
be described in enough detail, so that the adequacy of the 
information can be assessed. 
A5 Valid Information The information gathering procedures should be chosen or 
developed and then implemented so that they will assure that the 
information obtained is sufficiently reliable for the intended use. 
A6 Reliable Information The information gathering procedures should be chosen or 
developed and then implemented so that they will assure that the 
information obtained is sufficiently reliable for the intended use. 
A7 Systematic Information The information collected, processed, and reported in an 
evaluation should be systematically reviewed and any errors 
found should be corrected. 
A8 Analysis of Quantitative 
Information 
Quantitative information in an evaluation should be appropriately 
and systematically analyzed so that the evaluation questions are 
effectively answered 
A9 Analysis of Qualitative 
Information 
Qualitative information in an evaluation should be appropriately 
and systematically analyzed so that evaluation questions are 
effectively answered. 
A10 Justified Conclusions The conclusions reached in an evaluation should be explicitly 
justified, so that stakeholders can assess them. 
A11 Impartial Reporting Reporting procedures should guard against distortion caused by 
personal feelings and biases of any party to the evaluation, so that 
evaluation reports fairly reflect the evaluation findings. 
A12 Metaevaluation The evaluation itself should be formatively and summatively 
evaluated against these and other pertinent standards, so that its 
conduct is appropriately guided and on completion, stakeholders 
can closely examine its strength and weaknesses. 
Source:  (The Joint Committee on Standards for Educational Evaluation, 1994inside and 
back cover) 
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Appendix 6:   
List of Advisory Group Members 
 
No Name  Position Organization 
1. Lisa Mariani Acting Branch Chief, Program 
Services Branch 
Centers for Disease Control and 
Prevention 
2. Rosemarie McIntyre 
 
Section Chief, Planning, Evaluation 
& Translation, Program Services 
Branch 
Centers for Disease Control and 
Prevention 
3. Phyllis Rochester Program Consultant, Planning 
Evaluation & Translation, Program 
Services Branch 
Centers for Disease Control and 
Prevention 
 
4. Don Compton Director, Division Evaluation 
Services & CEFP 
American Cancer Society 
5. Debbie Saslow Director, Breast and Gynecologic 
Cancers 
American Cancer Society 
6. Ming-der Chang Executive Director American Cancer Society-Chinese 
Unit (New York) 
7. Jian-Hua Chen 
 
Epidemiologist New York State Department of 
Health 
8. Roslyn Council Outreach Coordinator/ 
Social Worker 
New Jersey Dept. Of Health and 
Senior Services 
9. Ruth Thies Project Coordinator New Jersey Dept. Of Health and 
Senior Services 
10. Gail Deluca Health Education Consultant II Cancer Detection Section, 
California Department of Health 
Services 
11. Valerie Quinn Health Program Specialist Cancer Detection Section, 
California Dept. of Health Services 
12. Rosa Leticia Health Education Consultant Cancer Detection Section, 
California Dept. of Health 
13. Janice Allen Chilton Instructor University of Texas, MC Anderson 
Cancer Center 
14. Betty Lee Hawks Special Assistant to the Director Office of Minority Health, DHHS 
15. Jennifer Gee Director of Programs National Asian Women’s Health 
Organization 
16. Laura Linnan Asst. Professor Department of Health Behavior 
and Health Education, University 
of North Carolina at Chapel Hill 
17. Christina Wong Doctoral Student Department of Health Behavior 
and Health Education, University 
of North Carolina at Chapel Hill 
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APPENDIX 7: 
 
PROGRAM  DIRECTOR’S  SURVEY 
 
An Evaluation of Recruitment and Retention Strategies of  
Asian American Women in the  
National Breast and Cervical Cancer Early Detection Program 
(ERRAAW) 
Please return completed survey in the enclosed envelope by October 10, 2003 to: 
 
Christina Wong 
Department of Health Behavior and Health 
Education 
CB#7440 
University of North Carolina  
Chapel Hill, NC 27599-7440 
 
Email: cmwong@email.unc.edu
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CONSENT FORM
Program Director’s Survey 
 
Asian American Women in the  
National Breast and Cervical Cancer Early Detection Program 
(NBCCEDP):  
An evaluation of recruitment and rescreening strategies 
 
What is this study about? 
 You are invited to participate in a research study entitled “Asian American Women in the 
National Breast and Cervical Cancer Early Detection Program (NBCCEDP): An evaluation 
of recruitment and rescreening strategies.”   
 
 This survey is being mailed to NBCCEDP program directors in all 50 states in the U.S. the 
purposed of the survey is to gather information about recruitment and rescreening strategies 
for breast and cervical cancer screening among Asian American women in the NBCCEDP 
program. 
 
Who is conducting this study?  How do I contact them? 
 The study is being conducted by Christina Misa Wong, MPH (principal investigator) and 
Laura Linnan, ScD (faculty advisor) from the Department of Health Behavior & Health 
Education, School of Public Health, University of North Carolina at Chapel Hill.  If you have 
questions regarding this study or choose to withdraw from the study at any time, you may 
reach Christina Wong through email at:  <cmwong@email.unc.edu> or Dr Laura Linnan at 
<linnan@email.unc.edu> or at telephone number (919) 843-8044.  You may call collect if 
necessary.    
 
What will I be asked to do? 
 You will be asked to complete a written survey related to Asian American recruitment and re-
screening strategies, challenges and program successes in the NBCCEDP.  The survey will 
also ask questions on aspects of service delivery that may impact recruitment and rescreening 
activities.  A stamped self-return envelope will be included to make it easier for you to return 
the completed questionnaire.   
 
 Completing the survey is likely to take no more than 1 hour of your time.  This is a one-time 
survey, however, you may be contacted again if we need any clarification of the survey 
results.   
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What are the risks and benefits of my participation? 
 Participating in this research study should not place you at much risk.  Your decision whether 
or not to participate in this study will not affect your employment status.  However, although 
you will be assigned an identification number and all the information that you provide will be 
stored with that number and not with your name, there may be an extremely rare chance of a 
breach of confidentiality and your name may be linked to the information that you provide, 
which may potentially affect your job status.  Please refer to the subject’s rights and 
confidentiality section below for more details on how confidentiality issues are addressed in 
this study.        
 
 Possible benefits of participating in this study include: increased understanding of the 
different types of recruitment and rescreening programs and services for Asian American 
women; synthesized of information about programs and strategies that have been successful; 
increased understanding of how Asian American women view cervical and breast cancer, 
barriers and facilitators for recruitment and follow up to screening activities and their 
feedback on past screening programs.  This information will help program administrators and 
service providers develop successful intervention that are culturally and linguistically 
sensitive in recruiting and serving Asian American women for future breast and cervical 
cancer screening activities. 
 
 The analysis of this survey will be presented as a report to the Centers for Disease Control 
and the American Cancer Society as well as for a doctoral dissertation and publication in 
scientific journals. 
 
Are there any costs?  Will I be paid? 
 There will be no costs for participating.  Participants will not be paid to participate in this 
study.     
 
Subject's rights and confidentiality:
 If you agree to participate in this study, please understand that your participation is voluntary.  
You have the right to withdraw your consent or stop your participation at any time without 
penalty.  You have the right to refuse to answer particular questions.   
 
 To protect your privacy, you will be assigned an identification number.  All of the 
information you provide will be stored only with your identification number, not with your 
name.  The principal investigator will be the only person who will have access to the list 
linking the identification numbers to names. 
 Every effort will be taken to protect the identity of the participants in the study.  You will not 
be identified in any report or publication of this study or its results.  However, there is no 
guarantee that the information cannot be obtained by legal process or court order.   
 
 This study has been reviewed and approved by the School of Public Health Institutional 
Review Board on Research Involving Human Subjects. If you have questions about your 
rights as a study participant, or are dissatisfied at any time with any aspect of this study, you 
may contact -- anonymously, if you wish -- the School of Public Health Institutional Review 
Board, University of North Carolina at Chapel Hill, CB # 7400, Chapel Hill, NC 27599-7400, 
or by phone 919-966-3012.  You may call collect. 
 The extra copy of this consent form is for you to keep. 
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AGREEMENT STATEMENTS: 
 
I have read and understand the information presented here, and I freely give my consent to 
participate in this evaluation study. 
 
 Signature:   Date   
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DEMOGRAPHIC AND CONTACT INFORMATION 
 
This page will be detached from the main survey once received and your name and 
contact information will not be linked to the main survey.  Information on this page will 
only be used for the researchers to contact you or for demographic purposes only. 
 
1) Name: ______________________________________ 
 
2) Job Title: __________________________________
3) Name of Organization: _____________________________________________ 
 
4) Address: _______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
5) Phone Number: ____________________________
6) Fax Number: ____________________________ 
 
7) Email Address: ____________________________ 
 
8) Approximately how long have you worked as a Program Director for the 
NBCCEDP? 
_________  years    __________ months   
 
For administrative use only: 
 
Identification Number:  ______________ 
START SURVEY HERE: 
 
SECTION A:  PROGRAM INFRASTRUCTURE 
1)  The NBCCEDP contracts with a broad range 
of provider agencies to deliver breast and cervical 
cancer screening services.  In my state, the 
NBCCEDP is primarily provided by the following 
agencies:   (Please check all that apply) 
 
a)  Local/county health departments
b)  Private physicians/clinics 
c)  Community health organizations (e.g. family      
 planning organizations, YWCA) 
d)  Others (please specify below) 
 
___________________________________ 
 
___________________________________ 
2) For each of the following statements which 
relate to the provision of services to cultural and 
linguistically diverse populations, please rate the 
extent of difficulty you have had at the state level: 
(Circle the appropriate difficulty level) 
 
a) Subcontract with providers who match the 
race/ethnicity of the client population:  
 
Not    Somewhat            Very Don’t Know/ 
Difficult    Difficult             Difficult Not applicable 
 
b) Carry out procedures to review periodically 
the current and emergent demographic trends
for the state: 
 
Not    Somewhat            Very Don’t Know/ 
Difficult    Difficult             Difficult Not applicable 
 
c) Mention the need to offer culturally and 
linguistically appropriate services to diverse 
populations in internal memos and other 
publications:
Not    Somewhat            Very Don’t Know/ 
Difficult    Difficult             Difficult Not applicable 
 
3) How do colleagues within the NBCCEDP 
network in your state share ideas regarding 
successful strategies for serving clients/patients?  
(Please check all that apply) 
a)  Regular Newsletters 
b)  Emails 
c)  Website/Internet 
d)  Meetings/Conferences 
e)  Others (please specify below) 
 
________________________________________ 
 
________________________________________ 
 
SECTION B:  PARTNERSHIPS 
4) NBCCEDP programs collaborate with a wide range of community partner organizations.  Please list from 
1 to 3 partner agencies/organizations that have been most effective in addressing recruitment, service delivery 
or re-screening of Asian American women and briefly describe key collaborative activities (e.g. health 
education activities). 
 
A) PARTNER ORGANIZATION # 1 
Name of partner organization Describe key collaborative activities 
 
ID Number: 
(Internal Use) 
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B) PARTNER ORGANIZATION # 2 
Name of partner organization Describe key collaborative activities 
 
C) PARTNER ORGANIZATION # 3 
Name of partner organization Describe key collaborative activities 
 
5) Based on your state’s experience, what 
contributes to successful collaboration with 
these partner agencies/organizations? 
(Please check all that apply) 
 
a)  Effective leadership 
b)  Common mission among partners 
c)  Strong infrastructure 
d)  Adequate staff with skills and time to  
 work with the collaboration 
e)  Frequent and productive communication  
 among partners 
f)  High sense of belonging to the  
 collaboration 
g)  Good rapport between partners  
h)  Strong technical support for staff to 
 plan and conduct collaboration    
 activities 
i)     Others (please describe below) 
 
_______________________________________ 
 
_______________________________________ 
 
6) Does your state work in partnership/ 
coordination with practitioners of traditional 
medicine (e.g. Chinese medicine practitioners, 
acupuncturists, ayurvedic medicine, 
spiritual/mental healers and herbal medicine 
not based on western biomedicine)? 
 
a)  NO  (Skip to question 8 ) 
b)  YES  
 
7) What type of partnerships or coordination 
of activities exist between the NBCCEDP 
program and practitioners of traditional 
medicine? 
 
a)  Development of referral arrangements       
 (e.g. patient referral from health center to  
 traditional medicine practitioners and     
 vice versa) 
b)  Incorporation of traditional medicine  
 practitioners into the health system  
c)  Others (please describe below) 
 
_______________________________________      
 
_______________________________________ 
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SECTION C:  CULTURAL COMPETENCY TRAINING 
Some NBCCEDP programs offer cultural 
competency training, defined here as the “cross-
cultural training of staff to better reach, 
educate and serve clients of different cultures 
in a sensitive and respectful manner.” Key 
components of cultural competency training 
include building communication and other skills 
to improve relationships between staff and 
clients. 
8) Have staff at the state level been involved in 
any cultural competency training in the past 2 
years? 
 
a)  NO  (Skip to question 12) 
b)  YES  
 
9) Have staff at the state level been involved in 
any cultural competency training with regard 
to serving and reaching out to Asian 
American women in the past 2 years? 
 
a)  NO  (Skip to question 12) 
b)  YES    
 
10) How would you rate the overall 
effectiveness of the cultural competency 
trainings that have been offered focusing on 
providing service to Asian American women?  
(Please circle the appropriate rating) 
 
Not at all            Somewhat               Very 
 Effective             Effective             Effective 
1 2 3 4 5
11) Please describe why you chose the previous 
effectiveness rating on cultural competency 
training for serving Asian American women: 
 
_________________________________________ 
 
_________________________________________ 
 
_________________________________________ 
 
12) What are the barriers to offering cultural 
competency training with regard to serving 
Asian American women? (Please check either 
YES or NO for each barrier provided below) 
YES      NO 
a) 
 
Lack of funding ..…………..... 
 
 
b) Lack of space…………………  
c) No suitable trainer / facilitator 
available…………………..….. 
 
 
d) Geographic barriers to training.  
e) Not necessary in this state........  
f) 
 
Please describe any other barriers below: 
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
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SECTION D: RECRUITMENT ISSUES 
 
The term “recruitment” in this survey is defined 
as “programs, services, and efforts designed to 
reach out to women who meet the NBCCEDP 
criteria and get them to obtain breast and/or 
cervical cancer screening in a NBCCEDP 
sponsored facility.” 
13) What type of personnel are involved in 
recruiting Asian American women in this 
state?  (Please check all that apply) 
a)  Outreach staff 
b)  Case managers 
c)  Social workers 
d)  Health educators 
e)  Nurses 
f)  Physicians 
g)  Volunteers 
h)  Others   (Please specify below)   
 
__________________________________ 
 
14) What are the challenges your staff and/or 
volunteers have experienced when attempting 
to recruit Asian American women into the 
NBCCEDP? (Please check all that apply) 
 
a)  Language barriers 
b)  Cultural barriers 
c)  Not having culturally relevant materials    
 for outreach use 
d)  Others   (Please specify below)   
 
__________________________________ 
 
15) What kinds of strategies are used 
specifically to recruit Asian American women
into your state’s program? (Please check all 
boxes that apply)  
 
Recruitment Strategy 
 
a) Health fairs…………………………... 
b) Booths at cultural festivals and 
events………………………………. 
 

c) Church/temple/religious and faith 
based efforts………………………….. 
 

d) Hair/nail/beauty salon based efforts..... 
e) Peer educators/lay health advisors….... 
f) Outreach staff/volunteers…………...... 
g) Tell-A-Friend Program……….……… 
h) Partnerships with community-based 
organizations…………………………. 
 

i) Physician referrals………………….... 
j) Informing clients that there are female
health care providers at the health 
center performing the screening …….. 
 

k) Radio……………………………..…... 
l) Newspapers…………………………... 
m) Television………………….………… 
n) Internet …………………………..…... 
o) Bus/train/taxi/subway advertisements.. 
p) Bulletin Boards…………….………… 
q) Any other strategies? (please specify 
below) 
 
_______________________________ 
 
_______________________________ 
 

16) Please list the top 2 most effective 
recruitment strategies for Asian American 
women in the NBCCEDP: 
 
1)  ____________________________________ 
 
2)  ____________________________________ 
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17) Are there any recruitment strategies that 
have been found to be particularly effective 
for recruiting a specific Asian ethnicsub-
group?  (For example, a recruitment strategy 
that was specifically successful to recruit 
Chinese or Vietnamese women?) 
 
a)  NO 
b)  YES    (please describe the strategy and  
 specific group    
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________
 
SECTION E:  SERVICE DELIVERY 
 
The term “service delivery” refers to 
providing breast and cervical cancer 
screening services.   
18) What types of interpreter services are 
available for Asian American women?  (Please 
check YES or NO) 
YES      NO 
a) In-house interpreters ...............  
b) Ad-hoc on-call interpreters ….  
c) Community volunteer 
interpreters …………..……… 
 
 
d) Telephone Interpreter 
Service………………..……... 
 
 
e) Others (please specify below) 
 
___________________________________ 
 
19) Are any of the following Asian languages 
part of the interpreter services offered in your 
program?  (Please check either YES, NO or 
DON’T KNOW to each of the following 
languages) 
20) In general how effective are the 
interpreter services you have available for 
Asian American clients/patients?  (Please 
circle the appropriate rating) 
 
Not at all            Somewhat               Very             Don’t 
Effective             Effective             Effective         know 
1 2 3 4 5
Asian Languages                       YES    NO    Don’t 
Know 
 
a) 
 
Chinese (Mandarin) ...... 
 
  
b) Chinese (Cantonese)......   
c) Chinese Dialects  
(other than Mandarin 
and Cantonese) 
Specify:  
___________________ 
 
  
d) Vietnamese....................   
e) Hmong...........................   
f) Khmer............................   
g) Tagalog..........................   
h) Ilokano...........................   
i) Laotian...........................   
j) Korean...........................   
k) Thai...............................   
l) Indonesian/Malay..........   
m) 
 
Others (Please specify) 
 
____________________________________ 
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21)  What barriers may prevent you from 
providing interpreter services? (Check all that 
apply) 
 
a)  Inadequate budget 
b)  Lack of interpreters 
c)  Unable to find suitable interpreter  
 services 
d)  Difficulty in coordinating interpreter  
 services 
e)  Population is too small to request for  
 interpreter services for certain languages 
f)  Others (please specify below 
 
________________________________ 
 
________________________________ 
 
22) Please circle the extent to how many of 
your local programs in areas where there are 
significant Asian American women to be 
screened provide the following services: 
 
a) There are early morning/evening/weekend 
clinic hours of operation at clinics: 
 
Most       Some           None 
 
b) A mobile breast/cervical cancer screening 
unit exists: 
 
Most       Some           None 
 
c) Signs placed in the clinic are in Asian 
languages: 
 
Most       Some           None 
 
d) Hotlines and appointment telephone lines 
are available in Asian languages: 
 
Most       Some           None 
 
e) Public/private transportation is available 
from Asian American neighborhoods to clinic 
locations: 
 
Most       Some           None 
 
f) Clinic locations are located near Asian 
American neighborhoods 
 
Most       Some           None 
 
g) Any other special accommodations for 
Asian American clients?  (Please specify) 
 
_______________________________________ 
 
_______________________________________ 
 
SECTION F: RESCREENING ISSUES 
 
The term “rescreening” in this survey refers 
to programs, services, and efforts made to 
rescreen women who have participated in 
breast and cervical cancer screening activities 
in the past and who still meet the NBCCEDP 
eligibility criteria. 
23) What type of personnel are involved in 
rescreening efforts for Asian American 
women in the NBCCEDP in this state?  
(Please check all that apply) 
a)  Receptionist 
b)  Case manager 
c)  Social worker 
d)  Nurses 
e)  Physicians 
f)  Radiology Technician 
g)  Others   (Please specify below)   
 
____________________________________ 
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24) What kinds of strategies are used 
effectively to specifically rescreen Asian 
American women in your program?  (Please 
check all boxes that apply in the table below)
 
Strategy 
 
a) Employing case manager to 
manage rescreening efforts…...... 
 

b) Personal phone call…..............… 
c) Sending reminder cards/letters…. 
d) Scheduling appointments one 
year in advance…........................ 
 

e) Sending health newsletters 
highlighting breast and cervical 
cancer issues................................. 
 

f) Mailing birthday cards with 
screening reminder....................... 
 

g) Other strategies  
(Please specify below) 
 
___________________________ 
 
___________________________ 
 
25) Which are the top 2 most effective 
rescreening strategies for Asian American 
women in the NBCCEDP? 
 
1)  ____________________________________ 
 
2)  ____________________________________ 
 
26) Are there rescreening strategies that have 
been found to be particularly effective for 
rescreening a specific Asian ethnicsub-group?
(For example, a rescreening strategy that was 
specifically successful in rescreening Chinese or 
Vietnamese?) 
 
a)  NO 
b)  YES   (Please describe the strategy and the  
 specific population below) 
______________________________ 
 
____________________________________ 
 
____________________________________ 
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SECTION G:  LESSONS LEARNED AND FUTURE PLANS 
 
27) What are some lessons learned regarding recruitment/rescreening and service delivery 
strategies that you would like to share with others? 
 
28) What recruitment/rescreening and service delivery strategies for Asian American women 
would you would like to try in the future? 
 
29) What challenges do you face in trying new, effective recruitment/rescreening and service 
delivery strategies for Asian American women in the future? 
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30) What information, skills, resources, training or assistance are needed to recruit, rescreen 
and/or provide better services to Asian American women in the future? 
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SECTION H: ASSISTANCE WITH KEY CONTACTS FOR TELEPHONE INTEVIEW 
THIS SECTION ONLY FOR THE 10 STATES PARTICIPATING IN PHASE 2 OF THE 
TELEPHONE INTERVIEW:  California, New York, Texas, Hawaii, New Jersey, Illinois, 
Washington, Florida, Virginia and Massachusetts.
Contact information for key informants: 
 
We would like to do a brief telephone survey with a few key informants in your state to 
gather more information about recruitment, service delivery and rescreening programs for Asian 
American women in the NBCCEDP program.  We will interview informants to get suggestions for 
improving these efforts.  Although we will only be interviewing 3 people from your state, we would 
like to get additional contacts just in case we are not able to reach the primary person you designated.   
Please list the names and contact information for the following people: 
 
a) Program administrator involved with or responsible for recruiting/rescreening Asian 
American women into the NBCCEDP program at the state level (list 2 names): 
 
Primary Contact:     Secondary Contact: 
 
Name:  _______________________________ 
 
Title:  ________________________________ 
 
Address:  _____________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
Telephone:  ___________________________ 
 
Email:  _______________________________ 
 
Name:  _______________________________ 
 
Title:  ________________________________ 
 
Address:  _____________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
Telephone:  ___________________________ 
 
Email:  _______________________________ 
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b)  Program administrator involved with or responsible for recruiting/rescreening Asian 
American women into the NBCCEDP program at the local level (list 2 names): 
 
Primary Contact:      Secondary Contact: 
 
Name:  _______________________________ 
 
Title:  ________________________________ 
 
Address:  _____________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
Telephone:  ___________________________ 
 
Email:  _______________________________ 
 
Name:  _______________________________ 
 
Title:  ________________________________ 
 
Address:  _____________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
Telephone:  ___________________________ 
 
Email:  _______________________________ 
 
c)  Service provider involved with or responsible for providing services to Asian American 
women at NBCCEDP sponsored screening facilities (list 2 names): 
 
Primary Contact:      Secondary Contact: 
 
Name:  _______________________________ 
 
Title:  ________________________________ 
 
Address:  _____________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
Telephone:  ___________________________ 
 
Email:  _______________________________ 
 
Name:  _______________________________ 
 
Title:  ________________________________ 
 
Address:  _____________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
Telephone:  ___________________________ 
 
Email:  _______________________________ 
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We are compiling a list of innovative and effective strategies for serving Asian 
American women in the NBCCEDP, and would appreciate if you could attach any 
written materials (or provide contact information for us to call/email) about 
recruitment/retention and service delivery strategies or programs that have been 
especially successful with serving/reaching out to Asian American women in your 
state.  Please provide your comments below: 
 
Thank you for taking the time to complete this survey. 
Your assistance in providing this information is very much appreciated. 
 
Please return this completed survey in the envelope provided to: 
 
Christina Wong 
Department of Health Behavior and Health Education 
CB#7440 
University of North Carolina 
Chapel Hill, NC 27599-7440 
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Data on NBCCEDP Participants: 
Supplement to the NBCCEDP PROGRAM DIRECTOR SURVEY 
 
Name of State:  ____________________________ 
 
1.  What is the eligibility criteria used to enroll women into the NBCCEDP program in your 
state for breast and cervical cancer screening? 
 
a)  Income:   ___________  % at or below Federal Poverty Guidelines Level 
 
b)  Age:  ______________ years old for mammography 
______________ years old for clinical breast exam 
 
______________ years old for Pap test 
 
c)  Insurance: Uninsured  /  Underinsured / Medicare Part A Only 
(please circle appropriate response) 
d)  Do women enrolled in the program need to be state residents? 
 
i)    NO 
ii)   YES 
 
e)  Others (please specify below):                  
 
SURVEY SUPPLEMENT 
 
An Evaluation of Recruitment and Retention Strategies 
of Asian American Women in the  
National Breast and Cervical Cancer Early Detection 
Program (ERRAAW) 
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2.  Please provide the most recent statistics on the ethnic distribution of NBCCEDP participants 
for both NEW and REPEAT (previously screened) participants in the past 2 program years 
(2000 to 2001 and 2001 to 2002) for Mammography, Clinical Breast Exam and Pap test 
screening.  (Please specify the year you are reporting the statistics for below) 
 
Year 
2000 to 2001 
Year 
2001 to 2002 Race/Ethnic Group 
New Repeat 
(Rescreen) 
New Repeat 
(Rescreen) 
White  
African American  
Hispanic  
Asian/Pacific Islander  
American Indian/ 
Alaskan Native 
 
Unknown  
Others  
TOTAL  
3. Which of the following data is collected on Asian American participants in the NBCCEDP?  
Please check all that apply: 
 
a)  Country of origin (go to question 3a)
b)  Asian group (e.g. Chinese/ Korean etc) (go to question 3b)
c)  Neither country of origin nor Asian group is collected (Stop and end survey   
 here.  Thank you for your time)
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Question 3a) Country of Origin Statistics for Asian American Participants 
 
Please provide the most recent statistics on the country of origin below or on a separate sheet. 
 
i) State the program year from which these statistics are reported:  
 
|___|___|___|___|    to   |___|___|___|___| 
 
ii) Country of origin Number of 
Asian American 
participants 
1) Cambodia  
2) China  
3) Japan  
4) India  
5) Indonesia  
6) Korea  
7) Laos  
8) Myanmar (Burma)  
9) Pakistan  
10) Philippines  
11) Taiwan  
12) Thailand  
13) Vietnam  
14) United States of America  
15) Other; please specify:  
16) Other; please specify:  
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Question 3b) Asian Group Statistics 
 
Please provide the most recent statistics on the Asian Group below or on a separate sheet. 
 
i) State the program year from which these statistics are reported:
|___|___|___|___|   to   |___|___|___|___| 
 
When completed, please return this form to either one of the following below:
1)  Your state’s Program Director or 
2)  Via fax to: Christina Wong at (919) 960-4693 or Dr. Laura Linnan at (919) 966-2921 
 
If there are questions, please call Christina Wong at (919) 960-4694 or email her at: 
cmwong@email.unc.edu
ii) Asian Group Number of 
Asian American 
participants 
1) Burmese/Myanmar  
2) Cambodian  
3) Chinese  
4) Filipina  
5) Hmong  
6) Indian  
7) Indonesian  
8) Japanese  
9) Korean  
10) Laotian  
11) Pakistani  
12) Thai  
13) Thailand  
14) Vietnamese  
15) Other; please specify:  
16) Other; please specify:  
17) Other; please specify:  
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APPENDIX 8: 
TELEPHONE INTERVIEW GUIDE 
 
WITH KEY INFORMANTS OF PROGRAM ADMINISTRATORS AND 
SERVICE PROVIDERS 
 
An Evaluation of Recruitment and Retention Strategies of  
Asian American Women in the  
National Breast and Cervical Cancer Early Detection Program 
(ERRAAW) 
INSTRUCTIONS FOR INTERVIEWER:
1. All interviewer instructions are featured in CAPITAL LETTERS. Words in 
[brackets] are also interviewer instructions.   
2. Read all response choices when they are in lower case.  Do not read response 
choices if they are in CAPITAL LETTERS. 
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SCRIPT USED WHEN MAKING THE  
APPOINTMENT AND VERBAL CONSENT
My name is Christina Wong and I am a doctoral student at the University of North 
Carolina at Chapel Hill.  I am currently conducting an evaluation of the National Breast and 
Cervical Cancer Early Detection Program for the Centers for Disease Control and Prevention and 
the American Cancer Society.   
I sent you a package containing an invitation letter on __________ [SAY WHEN IT 
WAS SENT OUT] as well as a study fact sheet and interview questions.  Did you receive the 
package?  IF YES, SKIP THE BOX BELOW AND CONTINUE ON NEXT PAGE.  IF NO, GO 
TO THE BOX BELOW: 
 
READ THIS SECTION ONLY IF PARTICIPANT HAS NOT RECEIVED PACKAGE: 
Your name was provided to the evaluation team by ___________ [NAME OF PROGRAM 
DIRECTOR], who is at __________ [NAME OF ORGANIZATION] as someone with special 
knowledge and expertise that would benefit the evaluation effort.  I would like to invite you to 
participate in a one hour telephone interview about your work in your organization’s breast and 
cervical cancer screening program.  The telephone interview will gather information about 
recruitment and rescreening strategies as well as screening services for Asian American women 
in the breast and cervical cancer screening program.  May I just confirm with you that you either 
work with or oversee work with recruiting, rescreening or providing services to Asian American 
women?  [IF INTERVIEWEE SAYS THEY DO NOT WORK WITH ASIAN AMERICAN 
WOMEN, THANK PARTICIPANT AND END PHONE CALL HERE]   
Can I send you a package containing an invitation letter, a study fact sheet describing the study 
and the interview guide for you to look over?  IF NO, THANK PARTICIPANT AND END 
PHONE CALL.   
IF YES, SEND MATERIALS AND CONTINUE TILL END OF BOX:  Can I get your address 
and fax number so that I may send the materials to you?   
ADDRESS: _______________________________________________________ 
_______________________________________________________ 
FAX: _______________________________________________________ 
I will be sending these materials out to you today and will call you back again in a few days to 
see if you have any questions regarding the study and also to ask you if you would like to 
participate in the telephone interview.  Can I answer any questions you may have right now?  
ANSWER QUESTIONS.  
Thank you very much for your time.  I will be calling you back in a few days.  Good bye.     
May I just confirm with you that you either work with or oversee work recruiting, 
rescreening or providing services to Asian American women?  [IF INTERVIEWEE SAYS THEY 
DO NOT WORK WITH ASIAN AMERICAN WOMEN, END PHONE CALL HERE]   
 
Can I help answer any questions you may have about the study?  [ANSWER 
QUESTIONS THAT INTERVIEWEES ASK] 
311
CONSENT PROCESS: 
 
I would just like to provide you with more information about the study which has already 
been outlined in the study fact sheet that I sent you.  This is so that you understand what this 
study is about, what you will be asked to do and also what your rights are as a study participant. 
 
This research study is an evaluation of recruitment and rescreening strategies as well as 
services provided to Asian American women in the breast and cervical cancer screening program.  
I am the principal investigator of this study together with Dr. Laura Linnan from the School of 
Public Health, University of North Carolina at Chapel Hill.  Our contact information is on the 
study fact sheet that you have received and you are welcome to contact us at any time with 
questions regarding the study. 
 
I would like to invite you to participate in a one time telephone interview which will not 
last for more than an hour.  This interview will be conducted by me, at a time that is convenient to 
you.  During the telephone interview, you will be asked questions about recruitment and 
rescreening strategies or about screening services for Asian American women in the breast and 
cervical cancer program.   
 
You should not be at any risk by participating in this interview.  This interview is 
completely voluntary.  Your employment status will not be affected if you decide not to 
participate in this interview or if you stop the interview at any time.  I would like to assure you 
that whatever you say during this interview will be kept confidential and that you will be 
provided with a unique identification number.  Your responses to the interview will be linked to 
that identification number and not your name.  In the extremely rare event that information is 
linked to your name, there may be potential consequences to your job performance. 
 
In order to help me remember what you say during the interview, I would like to ask your 
permission if I can record this interview.  These tapes will be kept in a locked place and they will 
be destroyed after the study is completed.  However, if you do not feel comfortable at any time 
during the interview, you can refuse to answer any question or you can tell me to stop the 
recording or stop the interview once we have started.  We can also carry on the interview if you 
do not want to be taped and I can write down what you say instead.     
 
By participating in this interview, you will be able to assist other healthcare providers in 
sharing successful strategies and programs used in recruiting, screening and providing services to 
Asian American women for breast and cervical cancer screening.  This will greatly assist others 
in developing successful interventions that are culturally and linguistically sensitive in recruiting 
and serving Asian American women.  At the end of the study, the analysis of this study will be 
presented as a report to the Centers for Disease Control and the American Cancer Society as well 
as for a doctoral dissertation. 
 
This research study has been approved by the School of Public Health Institutional 
Review Board on Research Involving Human Subjects at the University of North Carolina.  You 
may call them collect if you have questions regarding your rights as a study participant or if you 
are not satisfied with any aspect of this study.  Their contact information is provided in the fact 
sheet which I mailed to you.   
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Please feel free to interrupt me at any time during the interview to ask questions.  I would 
be happy to answer any questions that you may have about the study right now.  ANSWER 
QUESTIONS. 
 
May I have your consent to participate in this interview? 
 
IF NO: THANK PARTICIPANT AND END INTERVIEW 
IF YES: Shall we schedule a one hour appointment with you for the interview?  When 
would be a good time to call you?  [AT THE END OF THE CALL, THANK 
PARTICIPANT] 
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START OF PHONE INTERVIEW 
 
Introduction
Hello, my name is Christina Wong from the University of North Carolina at Chapel Hill 
and I am calling regarding the phone interview.  Do you have any questions for me regarding the 
interview? [ANSWER QUESTIONS IF ANY].  As was discussed when we made the 
appointment, the interview will take no longer than 1 hour.   
 
I would first like to confirm with you some background information about your 
organization and your role in the organization: 
 
BACKGROUND INFORMATION 
[READ THIS INFORMATION BACK TO INTERVIEWEE TO CONFIRM] 
 
1) Name: ______________________________________ 
 
2) Job Title: __________________________________ 
 
3)  Name of Organization: _______________________________________________ 
 
4) Address: _______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
5) Phone Number: ____________________________  
 
6) Fax Number: ____________________________ 
 
7) Email Address: ____________________________ 
 
8) Length of service in organization:    ________years   ________  months 
 
Identification Number:  ______________  
(For administrative use only) 
314
Asian American Women in the  
National Breast and Cervical Cancer Early Detection Program (NBCCEDP):  An 
Evaluation of Recruitment and Retention Strategies 
 
A Telephone Interview with Program Administrators and Service Providers 
 
OVERVIEW
This telephone interview is divided into 4 sections.  Only Section A is to be completed by all 
respondents. Sections B, C, and D are to be completed only by those who conduct recruitment 
activities, provide services and rescreening activities respectively as outlined below: 
 
SECTION A:  To be completed by all participants     
SECTION B:  To be completed by respondents who conduct recruitment activities 
SECTION C:  To be completed by respondents who are service providers
SECTION D:  To be completed by respondents who conduct rescreening activities    
 
SECTION A:  TO BE COMPLETED BY ALL RESPONDENTS 
ORGANIZATIONAL STRUCTURE 
1) Tell me about your organization. 
• What types of service and programs does your organization offer? 
 
• What programs are offered specific to Asian American women for breast and or 
cervical cancer screening? 
 
ID 
Number 
(For 
internal 
use only) 
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2) Tell me about your role within the organization. 
3) Which Asian American sub ethnic groups does your organization encounter?   
[MARK RESPONSES BELOW] 
 
YES NO
a) CHINESE .................................................... 1   0 
b) VIETNAMESE ........................................... 1 0
c) FILIPINO .................................................... 1 0
d) KOREAN .................................................... 1 0
e) CAMBODIAN ............................................ 1 0
f) HMONG ..................................................... 1 0
g) LAOTIAN .................................................. 1 0
h) THAI ........................................................... 1 0
i) INDONESIAN/MALAY ............................ 1 0
j) INDIAN (SOUTH ASIAN)......................... 1 0
k) OTHERS (PLEASE SPECIFY BELOW) 
 
___________________________________ 
1 0
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PARTNERSHIPS 
 
4) Staff from breast and cervical cancer screening programs often collaborate with a wide 
range of community partners.  Please tell me the name of the top most effective partnership 
that your organization has developed to work with Asian American women [WRITE DOWN 
THE NAME OF THE ORGANIZATION].   
Can you please briefly tell me what kind of collaborative activities there are in this 
partnership?   
Name of partner 
organization 
Description of collaborative activities 
Name of partner 
organization 
Description of collaborative activities 
5) Based on your organization’s experience, what makes for a successful collaboration with 
partner agencies and organizations?  I am going to read out a list of factors that facilitate 
successful collaboration among partners.  Please answer yes or no to each. 
 
YES NO
5A) Effective leadership......................................................................... 1 0 
5B) Common mission among partners................................................... 1 0 
5C) Adequate staff with the skills and time to work with the 
collaboration.................................................................................... 
 
1 0
5D) Strong infrastructure........................................................................ 1 0 
5E) Frequent and productive communication among partners............... 1 0 
5F) High sense of belonging to the collaboration.................................. 1 0 
5G) Good rapport between partners........................................................ 1 0 
5H) Strong technical support for staff to plan and conduct 
collaboration activities..................................................................... 
 
1 0
5I) Any others? (SPECIFY) 
 
_____________________________________________________ 1 0
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6) Does the NBCCEDP program work in partnership or in coordination with practitioners 
of traditional medicine.  Examples of traditional medicine include Chinese medicine, 
acupuncture, ayurvedic medicine, spiritual and mental healing as well as herbal medicine 
not based on western biomedicine. 
YES..............................................................................................1 
NO................................................................................................0 
DON’T KNOW/NOT SURE.......................................................8 
REFUSED....................................................................................9     
 
7)  IF YES, ASK: What type of partnerships or coordination of activities exists between your 
organization and practitioners of traditional medicine? 
YES NO
7A DEVELOPMENT OF REFERRAL ARRANGEMENTS.............. 1 0 
7B INCORPORATION OF TRADITIONAL MEDICINE 
PRACTITIONERS INTO THE HEALTH SYSTEM..................... 
 
1 0
7C OTHERS (SPECIFY) 
 
_____________________________________________________ 
 
1 0
8)  What effective ways do colleagues locally and nationally share ideas regarding successful 
recruitment strategies they have tried?  I am going to read you a list of ways, please tell me 
yes or no to each.  
 
YES NO
8A) Regular newsletters.......................................................................... 1 0 
8B) Emails............................................................................................... 1 0
8C) Website/internet............................................................................... 1 0 
8D) Meetings/Conferences...................................................................... 1 0 
8E) Any others? (SPECIFY) 
 
_____________________________________________________ 
 
1 0
INTERPRETER SERVICES 
 
9) Does your organization provide interpreter services for Asian American women who 
cannot speak English? 
YES..............................................................................................1 
NO................................................................................................0 
DON’T KNOW/NOT SURE.......................................................8 
REFUSED....................................................................................9     
 
SKIP TO 8 
SKIP TO 
14
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10)  IF YES ASK: What type of interpreter services are offered in your organization for 
Asian American women.  I am going to read out a list of interpreter services.  Please answer 
yes or no to each. 
 
YES NO DON’T 
KNOW
10A) In house interpreters............................................................... 1 0 8 
10B) Ad-hoc on-call interpreters..................................................... 1 0 8 
10C) Community volunteer interpreters.......................................... 1 0 8 
10D) Telephone interpreter service................................................. 1 0 8 
10E) Bilingual Staff 1 0 8 
10F) Any others? (SPECIFY) 
 
________________________________________________ 
 
1 0 8
11) Please tell me which Asian languages are available as part of the interpreter services 
offered in your program.
[DON’T KNOW = 8] 
 
12) In general how effective are the interpreter services that are available in your 
organization?  Please rate effectiveness from 1 to 5 where 1 is not at all effective, 3 is 
somewhat effective and 5 is very effective.
NOT AT ALL         SOMEWHAT           VERY  DON’T  
 EFFECTIVE                   EFFECTIVE      EFFECTIVE  KNOW 
1 2 3 4 5 8
YES NO
a) CHINESE (MANDARIN)............................................ 1 0 
b) CHINESE (CANTONESE).......................................... 1 0
c) CHINESE (OTHER DIALECTS)  SPECIFY: 
 
___________________________________________ 
 
1 0
d) VIETNAMESE............................................................. 1 0
e) HMONG....................................................................... 1 0
f) KHMER........................................................................ 1 0
g) TAGALOG................................................................... 1 0
h) ILOKANO.................................................................... 1 0
i) LAOTIAN..................................................................... 1 0
j) KOREAN...................................................................... 1 0
k) THAI............................................................................. 1 0
l) INDONESIAN/MALAY.............................................. 1 0
m) OTHERS  (SPECIFY) 
 
__________________________________________ 
 
1 0
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13) Please tell me what makes you say that the interpreter services in your organization is 
______________  (read response from above question). 
 
14) What kind of barriers do you face in providing interpreter services?  I am going to read 
you a list of barriers to providing interpreter services, please answer yes or no to each of the 
barriers. 
 
YES NO
14A Inadequate budget............................................................................ l 0 
14B Lack of interpreters.......................................................................... 1 0 
14C Unable to find suitable interpreter services..................................... 1 0 
14D Difficulty in coordinating interpreter services................................. 1 0 
14E Population is too small to request for interpreter services for 
certain languages..............................................................................
1 0
14F OTHERS (SPECIFY) 
 
_____________________________________________________ 
 
1 0
15) Are any health education materials (on topics related to breast and cervical cancer and  
screening tests) available in Asian languages?      
 
YES..............................................................................................1 
NO................................................................................................0 
DON’T KNOW/NOT SURE.......................................................8 
REFUSED....................................................................................9     
 
SKIP TO 
18
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16)  IF YES ASK: Please tell me about the different types of material available and the 
language available for those materials. 
 
TYPE OF 
MATERIAL LANGUAGE AVAILABLE (e.g. CHINESE) 
A PAMPHLET  
B VIDEO  
 
C NEWSLETTER  
 
D Other__________  
 
E Other__________  
 
17) In your experience, which types of health education materials are well received and well 
liked by Asian American women? 
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CULTURAL COMPETENCY TRAINING 
 
Some breast and cervical cancer screening programs offer cultural competency training, defined 
here as the “cross-cultural training of staff to better reach, educate and serve clients of 
different cultures in a sensitive and respectful manner.” Key components of the cultural 
competency training include building communication and other skills to improve relationships 
between staff and client. 
 
18) Have you ever been to a cultural competency training course or workshop that 
addressed the topic of working with Asian American women? 
 
YES..............................................................................................1 
NO................................................................................................0 
DON’T KNOW/NOT SURE.......................................................8 
REFUSED....................................................................................9     
 
19) Who were the organizers? 
STATE NBCCEDP PROGRAM ...........................................................................1 
 HEALTH DEPARTMENT.....................................................................................2 
 OTHERS - SPECIFY: ______________________________________________3 
 DON’T KNOW/NOT SURE...................................................................................8 
 REFUSED................................................................................................................9     
 
20) Please tell me in what ways the training was useful for your job?   
 
21) How effective was the cultural competency training to your work with Asian American 
women?  Please rate the effectiveness of this training a scale from 1 to 5  where 1 is not at all 
effective, 5 is very effective and 3 is somewhat effective. 
NOT AT ALL         SOMEWHAT           VERY 
 EFFECTIVE          EFFECTIVE      EFFECTIVE 
1 2 3 4 5
SKIP TO SECTION 
B
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SECTION B:  RECRUITMENT 
The term “recruitment” in this interview is defined as “programs, services, and efforts 
designed to reach out to women who meet the NBCCEDP criteria and get them to obtain 
breast and/or cervical cancer screening in a NBCCEDP sponsored facilities.   
 
Are you involved with recruitment of Asian American women in the NBCCEDP?   
IF NO......................SKIP TO SECTION C 
IF YES....................CARRY ON WITH QUESTIONS IN THIS SECTION 
22) Can you tell me about the different types of program staff and lay volunteers in your 
organization who recruit Asian American women for the breast and cervical cancer 
screening program?   
YES NO
A) Outreach staff................................................................ 1 0 
B) Case manager................................................................... 1 0 
C) Social workers.................................................................. 1 0 
D) Lay volunteers………………………………………... 1 0 
E) Others (Specify) 
 
_________________________________________________ 
 
1 0
23) Can you tell me about the challenges that you encounter when recruiting Asian 
American women? 
24) What about Asian American women who are eligible for the program but who do not 
come in for screening, why do you think that they are not coming in?     
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25) What kinds of strategies do you use to recruit Asian American women in your 
organization?  I am going to read you a list of strategies, please tell me yes or no to each 
strategy that I read. 
 YES NO 
A) Health fairs.............................................................................. 1 0 
B) Booths at cultural festivals and events.................................... 1 0 
C) Church/temple/religious and faith based efforts..................... 1 0 
D) Hair / nail / beauty salon based efforts.................................... 1 0 
E) Peer educators / lay health advisors........................................ 1 0 
F) Outreach staff / volunteers...................................................... 1 0 
G) Tell-A-Friend Program........................................................... 1 0 
H) Partnerships with community-based organizations................ 1 0 
I) Physician referrals.................................................................. 1 0 
J) Informing women that there are female health care 
providers at the health center performing the screening......... 
 
1 0
K) Radio...................................................................................... 1 0 
L) Newspapers............................................................................ 1 0 
M) Television............................................................................... 1 0 
N) Internet.................................................................................... 1 0 
O) Bus/train/taxi/subway advertisements.................................... 1 0 
P) Bulletin Boards....................................................................... 1 0 
Q) Patient referral......................................................................... 1 0 
R) Any other strategies? (please specify below) 
 
________________________________________________ 
 
1 0
26) Please tell me the top 2 most effective recruitment strategies you use to recruit Asian 
American women for breast and cervical cancer screening? 
 
A. _______________________________________________________________________ 
 
B. _______________________________________________________________________ 
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27) Think of your most effective strategy for recruiting Asian American women into the 
NBCCEDP program.  What made it effective? 
• When you are developing recruitment plans, what steps do you take in developing 
these plans and what are the things that you have to consider? 
• What resources and support, including those within the organization, community, 
family and spiritual supports, are mobilized? 
 
28) How does recruitment of Asian American women differ from recruiting other groups 
like Latina, African American, White, Pacific Islander, American Indian and Alaska native 
women?   
 
29) Of the recruitment strategies you listed just now, please describe any strategies 
particularly successful for a specific Asian group?  For example, a strategy that was 
specifically successful for Chinese or Vietnamese women? 
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30) What are some important lessons learned regarding recruitment strategies that you 
would like to share with others who may be trying to recruit Asian American women for 
breast and cervical cancer screening? 
31) What recruitment strategies would you like to try in the future? 
32) Finally, what information, skills, resources, training or assistance would help you with 
recruiting Asian American women and providing better services to Asian American 
women? 
 
END OF SECTION B: RECRUITMENT 
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SECTION C: SERVICE DELIVERY    
 
The term service delivery refers to providing breast and/or cervical cancer screening 
services.   
 
Are you involved with aspects of service delivery for Asian American women in the 
NBCCEDP?   
IF NO......................SKIP TO SECTION D 
IF YES....................CARRY ON WITH QUESTIONS IN THIS SECTION 
33) Can you tell me positive experiences you have had providing services to Asian American 
women? 
 
34) Please tell me about any negative experiences you have had with providing services to 
Asian American women. 
 
35) How does the experience providing service to Asian American women compare with 
other racial and ethnic groups like African American, American Indian, Alaskan Native, 
Pacific Islander, White and Latina women? 
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36) In your opinion, what do you think are difficulties Asian American women face when 
they come in for breast and cervical cancer screening? 
37) I am going to read you a list of statements regarding special accommodations for clients.  
Please answer YES or NO to each of them:  
 YES NO
a) There are early morning, evening or weekend clinic hours of 
operation at your health center.……………………………………… 
 
1 0
b) A mobile breast/cervical cancer screening unit exists………….….… 1 0 
c) Signs placed in the health center are in Asian languages……………. 1 0 
d) Hotlines and appointment telephone lines are available in Asian 
languages…………………………………………………………….. 
 
1 0
e) Public transportation is available from Asian American 
neighborhoods to your health center...………………………………. 
 
1 0
f) Your health center is located near Asian American neighborhoods.... 1 0 
g) Are there any other special accommodations? (Please specify) 
 
_______________________________________________________ 
 
1 0
38) Think of effective things that you or your organization have done to cater specifically 
towards Asian American women who come in for screening.  What makes them effective?   
• How were they developed and put in place? 
• What has feedback been from Asian American clients regarding these special 
accommodations? 
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39) What are some important lessons learned in providing services to Asian American 
women that you would like to share with other service providers? 
40) What might prevent you from trying, new effective ways to increase the effectiveness of 
providing services to Asian American women? 
41) Finally, what information, skills, resources, training or assistance would help you 
provide better services to Asian American women? 
END OF SECTION C 
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SECTION D:  RESCREENING 
The term “rescreening” in this interview refers to programs, services, and efforts made to 
rescreen women who have participated in breast and cervical cancer screening activities in 
the past and who still meet the NBCCEDP eligibility criteria. 
 
Are you involved with re-screening programs or services with Asian American women in 
the NBCCEDP?   
IF NO......................END OF SURVEY 
IF YES....................CARRY ON WITH QUESTIONS IN THIS SECTION 
42) Can you tell me the different types of staff and lay volunteers in your organization who 
are involved in rescreening efforts for Asian American women in the breast and cervical 
cancer screening program? 
 YES NO
A) RECEPTIONIST….................................................................. 1 0 
B) CASE MANAGER................................................................... 1 0 
C) SOCIAL WORKER.................................................................. 1 0 
D) LAY VOLUNTEERS………………………………………... 1 0 
E) OTHERS (SPECIFY) 
 
_________________________________________________ 
 
1 0
43) Can you tell me about the challenges that you encounter with rescreening efforts for 
Asian American women in the breast and cervical cancer screening program? 
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44) What kinds of strategies are used in your organization to rescreen Asian American 
women in the breast and cervical cancer screening program?  I am going to read you a list 
of strategies.  Please tell me yes or no to each strategy that I read. 
YES NO
A) Employing case manager to manage rescreening efforts…………………... 1 0 
B) Personal phone calls………………………………………………………. 1 0 
C) Sending reminder cards or letters…………………………………………... 1 0 
D) Scheduling appointments one year in advance…………...…………...…… 1 0 
E) Sending health newsletters highlighting breast and cervical cancer issues… 1 0
F) Mailing birthday cards with screening reminder…………………………… 1 0 
G) Other strategies (please specify) 
 
____________________________________________________________ 
 
1 0
45) Please tell me the top 2 most effective rescreening strategies you use to rescreen Asian 
American women for breast and cervical cancer screening. 
 
A.  __________________________________________________________________________ 
 
B.  __________________________________________________________________________ 
 
46)  Think of your most effective strategy for rescreening Asian American women.  What 
made it effective? 
 
47) How do rescreening strategies for Asian American women differ from strategies used 
for other racial/ethnic groups like Latina, African American, White, Pacific Islander, 
American Indian and Alaska native women? 
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48)  Of the rescreening strategies you listed just now, please describe any strategies 
particularly successful for a specific Asian group?  For example, a strategy that was 
specifically successful for Chinese or Vietnamese women? 
49) What are some important lessons learned regarding rescreening strategies that you 
would like to share with others who may be trying to rescreen Asian American women for 
breast and cervical cancer screening? 
50) What rescreening strategies would you like to try in the future? 
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51)  Finally, what information, skills, resources, training or assistance would help you 
further with rescreening strategies for Asian American women and providing better 
services to Asian American women? 
 
------------------ END OF INTERVIEW ---------------- 
 
AT THE END OF THE INTERVIEW SAY: 
Are there any printed materials, like annual reports and newsletters or websites that have 
documented successful and effective recruitment, retention or service delivery strategies among 
Asian American women?   
Thank you for your time and assistance in this interview.  It has been a pleasure talking with you.  
Do you have any questions that I can help you answer regarding this interview?  Thank you! 
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APPENDIX 9 
 
INTERVIEW GUIDE 
 
(English Version) 
Interview with Asian American Women 
Asian American Women in the  
National Breast and Cervical Early Detection Program (NBCCEDP):   
An Evaluation of Recruitment and Retention Strategies 
 
INTERVIEWER INSTRUCTIONS: 
 
1. All interviewer instructions are featured in CAPITAL LETTERS. Words in 
[brackets] are also interviewer instructions.   
2. Read all response choices when they are in lower case.  Do not read response 
choices if they are in CAPITAL LETTERS. 
3. Questions with a : For participants who have had a previous breast or cervical 
cancer screening test done before.  
4.  Questions with a : For participants who are have not had a previous breast 
and/or cervical cancer screening test done before. 
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INTRODUCTION AND CONSENT PROCESS 
 
My name is Christina Wong and I am a student at the University of North Carolina at 
Chapel Hill.  I am currently studying about the experiences of Asian women with getting exams 
to look for breast and cervical cancer.  I would like to invite you to participate in this research 
study by having an interview with you because your opinions are important and what you say will 
help improve the services and programs for Asian women in the future.  May I explain to you 
more about this study? 
 
[PROVIDE PARTICIPANT WITH STUDY FACT SHEET AND GO THROUGH THE FACT 
SHEET WITH THEM]. 
 
This study is being conducted by my professor, Dr. Laura Linnan and I.  We are both 
from the School of Public Health at the University of North Carolina.  This fact sheet has our 
contact information in case you would like to contact us later on.  I would like to interview you 
only once for about 30 to 45 minutes.  I will be asking you questions about services on providing 
exams to check for breast and cervical cancer and what your experience has been like. 
 
You should not be at any risk by participating in this interview.  This interview is 
completely voluntary.  I would like to assure you that whatever you say during this interview will 
be kept confidential.  There is no right or wrong answer.  Also, I will not write down your name 
on this interview so that nobody can link it back to you.  In order to help me remember what you 
say during the interview, I would like to ask your permission if I can record this interview on 
tape.  These tapes will be kept in a locked place and the tapes will be destroyed after the study is 
completed.  However, if you do not feel comfortable at any time during the interview, you can tell 
me to stop the recording or stop the interview at any time.  Please do not worry if you decide not 
to participate in the interview or if you stop the interview once we have started because you will 
still be able to receive medical services.  We can also carry on the interview if you do not want to 
be taped and I can write down what you say instead.   
 
By participating in this interview, you will be able to help doctors, nurses and others who 
work in healthcare understand the experiences of Asian women when they go to get exams to 
look for breast and cervical cancer as well as what they think about breast and cervical cancer.  
Also, if you successfully complete this interview, I will be giving you $20 to pay for your 
transportation and other costs.    
 
This research study has been approved by the School of Public Health Institutional 
Review Board on Research Involving Human Subjects at the University of North Carolina.  You 
can contact them if you are not satisfied with any part of this study or have any questions 
regarding your rights as a study participant.  Their contact information is here in the fact sheet 
which you can take home with you.   
 
Please feel free to interrupt me at any time during the interview to ask questions.  May I 
have your consent to participate in this interview? 
 
IF YES:  START INTERVIEW 
IF NO: THANK PARTICIPANT AND END INTERVIEW 
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SECTION B:  History of Mammography, Clinical Breast Exam and Pap test Use  
B1) A mammogram is an X ray of each breast to look for breast cancer.  Have you ever had 
a mammogram? 
YES…………………………………………………………...……….. 0
NO.……………………………………………………………………. 1 
NOT APPLICABLE     (E.G. < 40 YEARS OLD)…………………… 2
DON’T KNOW/NOT SURE……………….………………................. 8 
REFUSED………………………………….………………................. 9 
B2) How long has it been since you had your last mammogram? 
WITHIN THE PAST YEAR (ANYTIME LESS THAN 12 MONTHS AGO)…..... 1
WITHIN THE PAST 2 YEARS (1 YEAR BUT LESS THAN 2 YEARS AGO)…. 2 
2 OR MORE YEARS AGO…………………..……………………......................... 3 
DON’T KNOW/NOT SURE……………….……………….................................... 8 
REFUSED………………………………….………………..................................... 9 
B3) Have you ever had a breast exam done by a doctor or nurse to check for lumps in the 
breast? 
YES…………………………………………………………...………. 0 
NO.……………………………………………………………………. 1 
NOT APPLICABLE     (E.G. < 40 YEARS OLD)…………………… 2
DON’T KNOW/NOT SURE……………….………………………… 8 
REFUSED………………………………….…………………………. 9 
B4) How long has it been since that last breast exam? 
 
WITHIN THE PAST YEAR (ANYTIME LESS THAN 12 MONTHS AGO)…..... 1
WITHIN THE PAST 2 YEARS (1 YEAR BUT LESS THAN 2 YEARS AGO)…. 2 
2 OR MORE YEARS AGO…………………..……………………......................... 3 
DON’T KNOW/NOT SURE……………….……………….................................... 8 
REFUSED………………………………….………………..................................... 9 
B5) A Pap test is a test where a metal or plastic device is inserted into the vagina and a 
sample is taken from the cervix to check for cervical cancer.  Have you ever had a Pap test? 
 
YES……………………………………………………………………. 0
NO.……………………………………………………………………. 1 
NOT APPLICABLE     (E.G. < 40 YEARS OLD)…………................ 2
DON’T KNOW/NOT SURE……………….………………................. 8 
REFUSED………………………………….………………................. 9 
B6) How long has it been since your last Pap test? 
 
WITHIN THE PAST YEAR (ANYTIME LESS THAN 12 MONTHS AGO)…..... 1
WITHIN THE PAST 2 YEARS (1 YEAR BUT LESS THAN 2 YEARS AGO)…. 2 
2 OR MORE YEARS AGO…………………..……………………......................... 3 
DON’T KNOW/NOT SURE……………….……………….................................... 8 
REFUSED………………………………….………………..................................... 9 
SKIP TO 3 
SKIP TO 5
SKIP TO 
SECTION C
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SECTION C:  MAIN INTERVIEW 
Health Education, Social Support and Beliefs Regarding Screening Services  
 
C1) There are exams to check for breast and cervical cancer when there are no symptoms.  For 
example, a mammogram is an x-ray of each of the breast to look for breast cancer.  Other exams 
including a breast exam is done by yourself or by a doctor or nurse to look for breast cancer.  A 
Pap test is done to check for cervical cancer.  If you wanted information about getting exams to 
look for breast and cervical cancer, where would you get that information? 
 
C2) Tell me what you know about these exams to look for breast cancer? 
• cervical cancer? 
 
C3)  How often do you think that one should go for exams to check for breast cancer? 
• cervical cancer? 
 
C4) From whom did you get information, advice and or encouragement about these exams? 
 
YES NO
A) DOCTOR, NURSE, OTHER HEALTH CARE PROVIDER................... 1 0 
B) MOTHER / AUNT / OTHER OLDER FEMALE RELATIVES 1 0 
C) SISTER / SISTER-IN-LAW / OTHER FEMALE COUSINS 1 0 
D) FATHER / HUSBAND / BROTHER / OTHER MALE RELATIVES 1 0 
E) FEMALE CHILDREN 1 0 
F) MALE CHILDREN   
G) FEMALE FRIENDS.................................................................................. 1 0 
H) MALE FRIENDS....................................................................................... 1 0 
I) CO-WORKERS......................................................................................... 1 0 
J) OTHERS (SPECIFY)                    
 
__________________________________________________________ 
 
1 0
C5)  Who would you listen to the most when it comes to whether or not you go for these exams? 
 
C6) In what ways have your family, friends, doctor and nurse been supportive of you going for 
these exams?  (PROBE FOR EMOTIONAL, INSTRUMENTAL, INFORMATIONAL AND 
APPRAISAL SUPPORT) 
 
C7)  Have you seen any pamphlets, brochures, videos, and advertisements in your language? 
•What do you think of them? 
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 Reasons for not getting screened 
[THIS SECTION TO BE ASKED FOR PARTICIPANT WHO HAS NOT HAD A
PREVIOUS BREAST AND/OR CERVICAL CANCER SCREENING TEST] 
 
 C8)  What are the things that stop you from going to the health center to go get an exam to 
check for breast and cervical cancer? 
 
 C9)  What would make you go to the health center to get these exams? 
• How can the health center and its staff improve its services so that you would feel 
comfortable to go there to get these exams? 
 
 C10) Have you heard about a program at the health center where they have exams to look for 
breast and cervical cancer which are free of charge?   
IF YES ASK: 
• How did you hear about this program? 
• What do you think about this program? 
• What made you decide not to participate? 
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Feedback on Screening Services 
[THIS SECTION TO BE ASKED ONLY IF PARTICIPANT HAS HAD A PREVIOUS 
BREAST OR CERVIAL CANCER SCREENING TEST] 
 
C11) What made you decide to get an exam to check for breast and or cervical cancer?    
• Do you worry about getting breast or cervical cancer?   
• Are there family or friends who have had cancer and did that affect your decision to 
go for these exams? 
 
C12) Think about the time when you went to get an exam to check for breast and or cervical 
cancer at the health center:   
• What made it easy for you to go get the exam? 
• What made it difficult for you to go get the exam? 
 
C13)  Tell me about your experience in making appointments at the health center. 
• What kind of language barriers were there? 
• In general, was the experience: 
Good…………...…………………..………………………………. 3
Bad…………………………………………………………...……. 1 
Just Okay………………..……………………………………….… 2
C14) What was your experience when you got your exam to check for breast and cervical 
cancer at the health center? 
• Did you face any language barriers? 
• Did you face any cultural barriers?   
• How did you feel about the interpreter? 
• Were you comfortable with the nurses who attended to you? 
o How about the doctors?  
• Were there signs up in the health center that was in your language? 
• What did you like about the health center 
o What did you dislike about the health center? 
• In general, was this experience: 
Good…………...…………………..………………………………. 3
Bad…………………………………………………………...……. 1 
Just Okay………………..……………………………………….… 2
C15) In your opinion, in what ways can the healthcare staff and health center improve its 
services? 
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Traditional Medicine Use 
C16) Please tell me if you see practitioners of traditional medicine all the time, sometimes or not 
at all. Examples of practitioners of traditional medicine would be a Chinese medicine physician 
or an acupuncturist. 
 
Not  Sometimes        All the 
 At all                time 
 1          2                           3 
 
[IF INTERVIEWEE SEES TRADITIONAL HEALERS SOMETIMES OR ALL THE 
TIME ASK THESE 2 QUESTIONS BELOW:] 
 
C17) What type of traditional healers do you see? 
 
C18) Tell me how you feel about telling nurses and doctors in the health centers that you also see 
traditional healers. 
 
Suggestions and Recommendations 
C19) What do you think can be done to get other Asian American women like yourself to get 
exams to look for breast and cervical cancer? 
• What can be done to let Asian American women know about exams to look for breast 
and cervical cancer? 
• Who are the people and organizations Asian American women would listen to about 
exams to look for breast and cervical cancer? 
• What can be done to encourage Asian American women to go for these exams 
regularly? 
• In what way do you think practitioners of traditional medicine and western health 
care can work together to encourage women to get exams to check for breast and 
cervical cancer? 
 
C20) Finally, what would you say to other Asian American women to encourage them to get 
regular exams to look for breast and cervical cancer? 
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SECTION D: Demographics 
D1) What is your ethnic group? ___________________________   
 
D2) What is your country of origin? _______________________   
 
D3) How long have you been in the U.S.? |____|____|  years 
 
D4) Would you say that you speak English: 
Very well…………...…………………..………………………………. 1
Not too well……………………………………………………………. 2 
Not at all…………………..………………………………………….… 3
D5) Would you say that you understand spoken English:
Very well…………...…………………..………………………………. 1
Not too well……………………………………………………………. 2 
Not at all…………………..………………………………………….… 3
D6) Would you say that you read English: 
Very well…………...…………………..………………………………. 1
Not too well……………………………………………………………. 2 
Not at all…………………..………………………………………….… 3
D7) How old are you? |____|____|   years old 
 
D8) Can you tell me your marital status? 
NEVER MARRIED……...…...………..……………...………………………. 1 
CURRENTLY MARRIED.………………………………………………...…. 2 
PREVIOUSLY MARRIED……………………………………………...….… 3 
D9) How many children do you have?    |____|____| 
 
D10) What is your highest educational grade completed? 
NO EDUCATION..…………………..…………………..……………………. 1 
GRADES 1 TO 4…………………………………………………………….... 2 
GRADES 5 TO 8…………………………………………………………….... 3 
GRADES 9 TO 11…………………………………………………………...... 4 
HIGH SCHOOL GRADUATE/GED………………………………………..... 5 
SOME COLLEGE/ASSOCIATE DEGREE/TECHNICAL SCHOOL......….... 6 
COLLEGE DEGREE (4 YEAR).....…………………………………………... 7 
POSTGRADUATE DEGREE OR TRAINING…………………………...….. 8 
D11) What is your occupation? ______________________ 
 
D12) What is your religion? 
BUDDHIST…………...…………………..………………………………...…. 1 
CHRISTIAN………………………………………………………………...…. 2 
CATHOLIC…………………..……………………………………………....… 3 
MUSLIM……………………………………………………………………...... 4 
OTHERS (SPECIFY)_____________________________________________ 5 
THANK YOU FOR PARTICIPATING.  DO YOU HAVE ANY QUESTIONS? 
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SECTION D:  THIS SECTION FOR INTERVIEWER ONLY
A1.  Identifying Number: |____|____| 
 
Start Time:  ____________  End Time:  ____________ 
 
D1.  State where interview is conducted:    
A California…………………………..………………...……..… 1
B New Jersey…………………………………………………… 2 
C New York………………………………………….................. 3 
D2.  Location where interview is conducted:   
A Screening Facility...………………..……………..………….. 1 
B Participant’s Home…………………………………………… 2 
C Other (Specify) ____________________________________ 3 
D3.  Participant is a: 
 
A NBCCEDP Participant…….…………………………..……... 1 
B NON-NBCCEDP Participant……....………………………… 2 
D4.  Participant utilizes programs/services which are: 
A Targeted at Asian American women………………………..... 1 
B For general population…………………………….................. 2 
C None………………………………………………………….. 4 
D5.  Participant utilizes: 
 
A Breast cancer screening only..……..……………………….… 1
B Cervical cancer screening only.………………………...……. 2 
C Both breast and cervical cancer screening………………...…. 3 
D None………………………………………………………….. 4 
Other notes: 
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An Evaluation of Recruitment and Retention Strategies of 
Asian American Women in the  
National Breast and Cervical Cancer Early Detection Program 
(ERRAAW) 
 
Interview Guide 
For Program Coordinator/Outreach Specialists/Service Providers during site visits 
Case Study – California, New York, New Jersey 
_______________________________________________________________________ 
(Not all questions have to be asked depending on the services provided by the organization.) 
 
 Please tell me about your organization 
• What kinds of services and programs does your organization provide? 
• Tell me about your role in this organization 
• Who does recruitment/rescreening in your organization?   
 Who does recruitment/rescreening for Asian women? 
 
• Can you tell me about your clients? 
 Which ethnic groups do you see 
 What languages do they speak? 
 Their educational levels 
 
• Can you tell me about the interpreter services provided here? 
 What languages are provided 
 What types of interpreter services are provided 
 To what extent do the client’s family and friends provide interpretation? 
 To what extent are staff from other units/responsibilities requested to assist with 
interpreting for clients? 
 In your opinion, what other improvements or additional services can be made to 
provide better interpreter services for Asian clients? 
 Do you think that all Asian clients who require interpretation are adequately provided 
with interpreter services? 
 
• What kinds of demographic profile/needs assessment does your organization do to 
understand the client base so as to serve your client population appropriately? 
 What are some of the basic information you collect when conducting needs 
assessment (e.g. ethnic distribution, languages). 
 From where do you collect demographic information/needs assessment information? 
(e.g. patient records, census) 
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 Please tell me about community partners that your organization effectively partners with in 
the breast and cervical cancer screening program 
• Name of organizations 
• Describe collaborative activities 
• What kinds of partnerships are there with the Asian community and community 
agencies? 
• What other ways does the community affect your organization and the services offered? 
 
 Can you tell me about the challenges that you encounter when 
recruiting/rescreening/providing services to Asian American women? 
 Why do you think that some Asian American women are not coming in for 
screening?  
 What do you think are the difficulties that Asian women face when they come in for 
screening? 
 What are the barriers towards Asian women coming in for screening? 
 Do cultural issues arise when interacting with Asian clients, such as language 
barriers, conceptual barriers etc (ask for stories)? 
 To what extent do your Asian clients see practitioners of traditional medicine? 
• Do you work in coordination with practitioners of traditional medicine? 
 
 Please tell me about recruitment/rescreening/service delivery strategies that have worked 
effectively with Asian American women 
 Are there strategies that are particularly successful for a specific Asian group?  For 
example, a strategy that was specifically successful among Chinese or Vietnamese 
women? 
 How are lay health advisors/volunteer peer educators being used to recruit women for 
screening? 
 How are family and community members involved in influencing women to get 
screened?   
• What kinds of social support or other forms of support do family and community 
members provide to women so that they can come in for screening? 
• In Singapore, the family is very important in getting women into breast cancer 
screening.  In particular, husbands play a major role in encouraging their wives to 
go for screening.  Is that the case here? 
 
 What kinds of culture specific attitudes or values are being presented during health education 
sessions or placed in health education materials that are culturally appropriate to the target 
population? (ask for examples) 
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 Please tell me about special accommodations that have been made so that the health center is 
more friendly and welcoming to Asian American clients? 
 Signs in clinic are in Asian languages 
 Expanding clinic hours 
 Transportation system 
 Mobile vans  
 Hotlines 
 Client satisfaction feedback 
 
 What kinds of things are being done in your organization to provide culturally-competent 
services? 
 Are there review policies to assess procedures for their relevance for the delivery of 
culturally-competent services? 
 What are some general guidelines that should be implemented in health 
centers/screening sites to cater to Asian women and are sensitive to their different 
cultures? 
 What changes in policies or guidelines should be instituted to enable program 
administrators/service providers to adequately serve Asian American clients? 
 What has feedback been from Asian American clients about the special 
accommodation made to them? 
 What strategies have there been to recruit and retain staff of Asian descent or staff 
who can speak Asian languages? (e.g. creating welcoming environment, mentoring 
minority staff etc) 
 How would you describe the current state of cultural competency among staff? 
• How are staff trained in cultural competency?  (e.g. new staff 
orientation/occasional workshops/continuing education) 
 What is the staff turnover like?   
 What kind of training do they get? 
 Are there part-time positions? 
• Tell me what you think about these part-time positions.  Is there enough work for 
these part-time positions to be turned into full-time positions? 
 
 What recommendations can you make for staff who are recruiting/providing services to Asian 
women. 
 
 Please walk me through the process of how you go about recruiting women, from the point 
you first meet the woman, to assisting her to fill out the paperwork, making appointments and 
finally going for the screening appointment. 
• Are there problems with the processes? 
 
Finally, are there any documents like annual reports, newsletters or websites that describe the 
organization or any of the successful recruitment/rescreening/service delivery strategies that you 
would like me to have?        Thank you very much. 
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APPENDIX 11: 
Reflections on the Collaborative Evaluation Fellows Project 
 
I must admit that at the very beginning during the planning stages of this 
evaluation, I felt as if I was swimming in dark waters. I did not know what was expected 
of me as a student-evaluator, how I was going to conduct this evaluation, who the 
stakeholders were and of greatest concern was not knowing how the NBCCEDP 
functioned and how it operated nationally and in different states and counties. I was 
overwhelmed, scared and lost.  
 However, the American Cancer Society’s (ACS) Collaborative Evaluation 
Fellows Project (CEFP) has been a well thought out program for graduate students to 
learn how to do evaluation by actually doing one through the guidance and direction of 
expert evaluators and other collaborators. In particular, the 15 step CEFP evaluation 
process (see Appendix 4) has been useful in providing a concrete step by step process as 
to how to go about conducting an evaluation in four stages: groundwork, formalization, 
implementation and utilization. The CEFP also provided a box of valuable materials such 
as Patton’s (1997) book on “Utilization Focused Evaluation,” materials on the CEFP and 
its process, previous evaluation reports conducted by other CEFP fellows, cancer 
statistics, background on the American Cancer Society as well as a set of training 
videotapes featuring evaluation experts - Michael Quinn Patton and Hallie Preskill. In 
addition, attending the two training programs on evaluation issues organized by the 
American Cancer Society for CEFP fellows, faculty advisors and facilitators held in 
Atlanta, Georgia were extremely useful in learning about issues related to evaluation as 
well as to interact with evaluation experts and to learn from other CEFP fellows.  
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This evaluation was a collaboration between the ACS, CDC and the University of 
North Carolina School of Public Health. The role of the ACS was in administering the 
CEFP and to provide the CEFP fellow support and direction to conduct the evaluation. 
CDC’s involvement was in providing the NBCCEDP to be evaluated while my faculty 
advisor/mentor and I from the University of North Carolina participated in conducting the 
evaluation. It was extremely helpful to know from the beginning the roles of each of the 
collaborators as it helped me situate the collaborators and allowed me to interact with the 
right person. 
 In reflecting on the 15 step CEFP evaluation process, the first stage 
“Groundwork” was the most difficult. The first identifies the three steps in laying out the 
evaluation project, faculty and student, holding a meeting to discuss the project and to 
convene an evaluation advisory group to develop the evaluation proposal. In particular, 
the most difficult challenge was in the selection of stakeholders for the advisory group to 
guide this evaluation. This was challenging as a national evaluation of a large CDC 
program can potentially involve many stakeholders from a variety of fields in the 
NBCCEDP from different states. However, presentations and discussions with state 
program directors and among the collaborators yielded not only a list of stakeholders but 
also that states with large Asian American populations were extremely interested in the 
evaluation while there was not much support from states with small Asian American 
populations. The role of the advisory group members during the proposal development 
stage was extremely valuable, especially in defining the evaluation questions as well as in 
reviewing the proposal and data collection instruments. During the data collection stage, 
some members assisted with planning the site visits. And at the end, the advisory group 
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members were involved in reviewing a draft of the evaluation report and providing 
feedback. On hindsight, I feel that although the time taken to recruit advisory group 
members was long and that the review process for both the proposal and the draft report 
was also lengthy and tedious, there was much to gain as advisory group members really 
made sure that the evaluation questions and aims were relevant and important for them. 
This showed when feedback from the reviews of the draft report was positive and 
advisory group members felt that the report would be a good resource for their program. 
 Also, looking at the CEFP 15 step process, I find that steps 13 to 15 in stage four 
may be potentially challenging. This is because the CDC facilitators have the 
responsibility to distribute the evaluation report and to develop next steps as to how the 
evaluation findings and recommendations can be put to the best use. These are the steps 
where as the student evaluator; I will have no control over or have many opportunities in 
participating in. However, these are the most important steps but also steps which may be 
time consuming and involve a great deal of work in involving many stakeholders in their 
discussions. It is hoped that the CDC facilitators will follow up on the evaluation findings 
and recommendations. 
 One of the most difficult entities to control in this evaluation was the timeline. 
The evaluation timeline had to be revised several times to accommodate differing needs. 
First, the advisory group members needed more time than the allocated two and a half 
weeks for the review with the last few reviews coming in after 2 months past the dateline. 
However, these reviews were extremely well thought out. Another hurdle to the timeline 
was the multiple Institutional Review Boards (IRB) that the study had to go through at 
the University of North Carolina as well as in the three case study states. Each of the 
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IRBs convened differently including one IRB which switched offices and a whole new 
set of IRB applications had to be submitted. In the meantime while awaiting approval, no 
work could be conduced on the data collected for that state as specified by the IRB office.  
The data collection phase was delayed for various reasons as shown in Table 36. 
In particular, the program director’s survey had to be sent out at an appropriate time when 
the program directors did not have a major dateline to meet for the CDC, hence the date 
for sending out the surveys had to be delayed. Despite providing a one month turnaround 
time for the program directors to respond to the mailed survey, program directors were 
not able to meet the dateline and most returned their surveys two to three months past the 
dateline. Nevertheless, the delay was for the benefit of the evaluation as the response rate 
was very high at 82%.  
The site visits in phase three followed a very busy but fruitful schedule and I 
realized that upon meeting program administrators, service providers and Asian 
American women for the interviews, it was easier and faster to build a relationship with 
them than it was for the other phases. Meeting people “face-to-face” definitely created a 
better rapport and I felt able to probe deeper in “face-to-face” interviews as compared to 
telephone interviews. Also the site visits enabled me to place myself in Asian American 
neighborhoods, screening sites, health departments, and places frequented by the Asian 
American community (e.g. grocery stores, learning centers, senior centers, restaurants 
and people’s homes) so that I was able to get a grasp of how people lived and accessed 
the screening sites. 
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Table 36. Data Collection Timeline  
 
No. Phase Original 
Schedule 
Actual/ 
Projected 
Schedule 
Notes 
(Primary delay was due to 
awaiting IRB approvals) 
1 Pretesting of data collection 
instruments 
Nov-Dec 2002 April – June 
2003 
Difficulty in recruiting interviewees 
but managed to recruit interviewees 
in North Carolina 
 
2 Phase 1: Implementation of 
program director’s survey 
Jan-Feb 2003 September 15 – 
May 2004  
(the bulk of 
which came in 
by January 2004) 
Timing had to be synchronized with 
program directors to introduce the 
study to them as well as to give 
them time to send the survey back 
as these programs are all 
understaffed.  In the end, a response 
rate of 82% was achieved. 
 
3 Phase 2:  Telephone 
interviews with key 
NBCCEDP program 
administrators and service 
providers 
Feb-Mar 2003 December 2003 
– Oct 2004 
Program directors in phase 1 of the 
study had to provide referrals for us 
to contact interviewees.     
4 Phase 3:  Case study in New 
York / New Jersey 
April 2003 March/April 
2004 
The timing for this phase had to be 
synchronized with the relevant 
health departments/partnerships.  
Furthermore IRB approvals for 
each state had to be completed. 
Making contact with different 
organizations and recruiting Asian 
women for the interviews also 
proved to be lengthy. 
 
5 Phase 3:  Case study in Los 
Angeles, CA  
May 2003 May-June 2004 Again, the timing had to be 
synchronized with the health 
department. 
 
I learned that good communication skills are very important in conducting 
evaluations. Through this evaluation study, I was able to enhance my diplomacy skills, to 
conduct myself professionally and to work with a diverse group of people in cross-
cultural situations - such as dealing with program administrators at CDC, state program 
directors at health departments, outreach coordinators at community-based organizations 
and Asian American women of different Asian groups, speaking a variety of languages, 
sometimes through an interpreter.  
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Reflecting back on the other skills that I have developed and refined, I found that 
the evaluator competencies shown in Table 37 to be useful. The table shows four areas of 
evaluator competencies that is fundamental for evaluators to acquire – systematic inquiry, 
evaluation practice skills, interpersonal skills to facilitate evaluation processes and 
evaluation professionalism. While many of the systematic inquiry competencies can be 
acquired in graduate school, the CEFP allowed me to gain competencies in the other 
three areas. In particular evaluation practice skills and interpersonal skills to facilitate 
evaluation processes can only be developed by actually doing an evaluation.  
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Table 37. Evaluator Competencies 
1. Systematic Inquiry  
Able to conduct research  
Frame research questions  
Design research  
Review literature  
Sampling  
Instrument construction  
Data collection and management  
Analyze and interpret data  
Report results in a balanced fashion  
Computer application skills  
Knowledge about evaluation  
Know evaluation theory, frameworks and underlying philosophical assumptions  
Needs assessment tools  
Evaluation design options and implications  
Making judgments  
Developing recommendations  
Writing useful reports  
Meta-evaluation  
2. Evaluation practice skills  
Able to identity and serve the information needs of intended users  
Able to do situational analysis  
Knowledgeable about organizational development, change and politics  
Able to analyze the political context of an organization  
Respectful of uniqueness of evaluation site and client  
Open to others’ input  
Able to adapt and change a study as needed  
Able to organize and manage evaluation process  
Respond to requests  
Able to negotiate and write formal agreements  
Able to budget an evaluation  
Able to access needed resources  
Able to train support people  
Able to conduct the evaluation in a nondisruptive manner  
Able to complete work in a timely manner  
Able to deal with stress during a project  
3. Interpersonal skills to facilitate evaluation processes  
Logical and critical thinking skills  
Written communication skills  
Verbal communication skills  
Listening skills  
Translating between research and practice  
Interpersonal competence  
Negotiation skills  
Conflict resolution skills  
Group facilitation skills  
Collaboration skills  
Cross-cultural interaction skills  
4.  Evaluation professionalism  
Knowledge of professional evaluation standards and guiding principles  
Ethical conduct  
Ongoing professional development  
Source: Ghere, Minnema, Stevahn & King (1998) cited in Patton (2001) 
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Finally, I am truly thankful to have had the chance to evaluate an important 
program for my dissertation, and to gain experience in actually conducting one. The large  
amount of time dedicated to this evaluation was not in vain especially when I received 
such positive feedback at the CDC partner’s summit in Washington, D.C. in July 2006 
where I had an opportunity to present the evaluation findings. I have come to realize that 
the fundamental lesson to be learned through the CEFP is definitely to “learn by doing” 
and that the direction and supervision provided by the faculty mentor, evaluation 
facilitator and the evaluation director are invaluable. 
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